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WIRE FIXATION OF AN UNUNITED HUMERUS—J. KEARNY RODGERS 


ANY and varied were the 
methods adopted by sur- 
geons prior to the dawn 

of the aseptic era to secure heal- 
ing in cases of ununited fracture. 
While the incidence of mal-union 
was probably not high, the condi- 
tion was of sufficient frequency 
to give rise to a voluminous litera- 
ture. Lonsdale! reported that out 
of four thousand fractures treated 
at the Middlesex Hospital, only 
four or five failed to heal. Liston? 
in a most extensive surgical prac- 
tice met with only one case of 
ununited fracture. Hamilton® 
says that non-union does not 
occur more frequently than once 
in five hundred cases. Arbuthnot 
Lane‘ is in sharp disagreement 
with the statistics cited when he 
says: 

I do not like to think that sur- 
geons of the present day are less 
successful than their predecessors in obtaining union, 
as precisely the same rude methods were employed 
by both. The probability is that earlier observers 
were less careful in the examination of the results, 
and this habit of regarding them through rose- 
coloured glasses still clings to the profession, par- 

1 Practical Treatise on Fractures,” London, 1838. 

2Robert Liston, 1794-1847. 

*Frank Hastings Hamilton, 1813-1886. 

«“The Operative Treatment of Fractures,” London, r905. 
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ticularly as regards the conse- 
quences of fractures. 

If there were any truth in these 
published statistics, it would cer- 
tainly be difficult to account for 
the number of cases which I have 
treated. I find that other surgeons 
also seem to operate on a fair num- 
ber of them. On these grounds I 
have no hesitation in assuming that 
the accepted statistics on this sub- 
ject are, as usual, utterly false and 
misleading. 


The numerous methods pro- 
posed in order to secure union 
are interesting as well as curious, 
some of which may be found in 
the writings of Celsus®, Avicenna® 
and others. Friction is recom- - 
mended by Celsus. This con- 
sisted in forcibly rubbing to- 
gether the ends of the ununited 
fragments. Norris’ in an exhaust- 
ive article on the occurrence of 
non-union catalogues a long list 
of methods used and usable for the cure of the con- 
dition. Among the methods mentioned are the 
application of blisters to the site of the fracture, 
the application of iodine to the injured part, the 

5Aurelius Cornelius Celsus lived during the reign of Tiberius Caesar. 

*Avicenna, 980-1036. 


™On the Occurrence of Non-Union after Fracture,” George W. 
Norris (1809-1875), American Journal Medical Science, Philadelphia, 
January, 1842. 

8From a painting by Baker in the New York Hospital, through the 
courtesy of the New York Academy of Medicine. 
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application of strong pressure applied to a plate 
placed over the point of fracture, the application 
of electricity', the intensive use of mercury to the 
point of extreme salivation, the application of 
caustic alkalies over the seat of fracture, and the 
use of a seton. This latter proposal was used 
with great success by Philip Syng Physick of 
Philadelphia, who is credited with its introduc- 
tion by Boyer®, Roux and others. Boyer refers to 
Physick as “the docteur Philippe S. of Phila- 
delphia.”” Roux® says: 


It is for us French surgeons, so rare a thing to see 
a false articulation succeed to a fracture, that, for 
several years, the operation of White has not been 
performed in France, that is to say, the resection of 
the fragments of a bone not consolidated; and for 
several years also, that a surgeon of Philadelphia, 
Physick, has conceived the ingenious idea of treating 
the pseudarthrosis, by the interposition and tem- 
porary abode of a seton between the two ends of the 
bone not consolidated for the purpose of exciting 
adhesive inflammation, this operation has not been 
practiced, at least, to my knowledge, by any French 
surgeon.... 

I was only a month in London, yet, during that 
time, an opportunity occurred to Mr. Charles Bell 
of employing the method of Physick on a child who 
had a false articulation consecutive to a fracture of 
the leg: I was even witness to the operation. At 
the same time I saw in St. George’s hospital a man 
on whom the operation had been performed on the 
thigh not more than three weeks before. It was the 
second time that Mr. Brodie, who is yet but a young 
surgeon, had performed it: he had operated for the 
first time a short time before, likewise for a false 
articulation of the thigh. 


Roux states that he was not advised as to the 
outcome of Bell’s case, but in one of Brodie’s 
cases the operation was successful. 

The introduction of a wire between the ends 
of the fragments was advocated by C. L. S. 
Somme, surgeon of the Civil Hospital of Antwerp. 
His case report is frequently misinterpreted. By 
some authors Somme’s case is cited as the first 
instance in which silver wire was used to bring 
the ununited fragments into apposition. Som- 
me’s article‘ appeared under the title “A Case 
of Ununited Fracture of the Thigh-Bone Cured 
by the Application of a Silver Wire between 
the Fractured Extremities.” After declaring the 
method of applying friction to the fragments too 
dangerous and too painful, Somme mentions 


'Advocated by John Birch (1745-1815). 
*Alexis Boyer, 1757-1833. 


*Philibert-Joseph Roux, 1780-1854. ‘“‘A Narrative of a Journey to 
London in 1814, etc.,” London, 1816, pp. 173-184. 


*Medico-Chirurgical Transactions of London, xvi, 1830. 
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White’s operation of resection and the introduc- 
tion of a seton which Roux saw performed in 
London. He then proceeds to describe the intro- 
duction of a thread of silver around the site of 
the non-union by means of a trocar and cannula. 
The wire was imbedded in the wound by means 
of an incision and was tightened daily. Somme 
secured complete union in his case, withdrawing 
the silver wire after noting definite evidence of 
callus formation. 

Scraping or rasping the ununited ends of the 
bone is described, and advocated by Avicenna 
though condemned by Guy de Chauliac’. The 
injection of stimulating substances between the 
ends of the bone was advocated by Hulse, a 
United States naval surgeon. Solutions of copper 
sulphate, salt water, and port wine were used 
with a successful result. 

- Resection of the ends of the fragments is 
credited generally to Charles White of Man- 
chester. This procedure, while described by an- 
cient writers was, according to Boyer, probably 
never actually applied prior to White. Boyer 
tried the method without success and did not 
believe it a safe or proper procedure. Late in 1759 
Charles White® of Manchester proposed resection 
of the ends of the bone in a case of ununited frac- 
ture of the humerus. The case was that of a lad 
aged nine who was brought to the Royal Infirm- 
ary at Manchester. The operation proposed and 
outlined by White was performed by James 
Burchall’, a surgeon of Manchester, and was en- 
tirely successful. White sent a report of the case 
to the Royal Society where it was read March 27, 
1760, the printed report appearing in the Philo- 
sophical Transactions for May, 1761. This case 
report was widely copied by the public press and 
appeared in the Critical Review for July, 1761, in 
the Universal Magazine for July, 1761, and in the 
British Chronicle of August 5, 1761. In the report 
to the Royal Society, White does not mention 
the operating surgeon by name. He says: 


This method (resection), which I have been pro- 
posing, was at last resolved upon, and I assisted in 
the operation, which was performed by a gentleman 
of great abilities in his profession on the 3rd of 
January; in the present year (1760). 


After the case had become famous, Burchall 
entered upon a lengthy “tilt in print” with White, 
who published a complete account of the case 

5About 1300. 

6Charles White, 1728-1813. 

7James Burchall, probably M.D. at Rheims 1763-64; published one 
paper, “‘Aneurysm of the Thigh Perfectly Cured, etc.”, which was 
communicated to Dr. William Hunter and read before a society of phy- 
sicians April 22, 1765. See Medical Observations and Inquiries, iii, 106. 
Burchall became insane in 1775. 
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Arr. IV. Case of Un-united Fracture of the Os Brachii, success- 
fully treated. “By J. Kearny Ropogns, M. D. Surgeon of the 
New-York Hospital. 


Georce WesrTerri£tp, aged 15 years, was admitted into 
the New-York Hospital, July 25th, 1827, with an un-united 
fracture of the right Os Brachii, about two inches above the 

elbow joint. 

The accident occurred in the State of Ohio, December 

1824, by the limb of a tree falling on him. From the account 
given by the patient it appears that a medical man reduced 
the fracture immediately, and placed splints .on the arm, 
which was then worn in a sling. At the expiration of twelve 
days the dressings were removed ; and the union which he 
seems to have expected not having taken place, the ends of 
the fractured bones were rubbed against one another, and the 
splints re-applied. ‘This treatment was persevered in several 
months. 

In June 1825, a seton was passed between the ends of the 
bone and withdrawn at the end of a week ; splints were still 
kept on the parts for four weeks. 

No union following this treatment, nothing further was done 
unti} his arrival in New-York, in June 1826. In the latter 
end of which month, a seton was again passed by a surgeon 
of this city. It was retained six months, during which time, 
motion of the parts was prevented by splints to the arm. 

The seton having been faithfully tried and removed without 
any beneficial result, the patient almost despaired of ever re- 
covering the use of his arm; but still was willing to submit 
to any expedient that might be proposed as likely to bring 
about an union of the broken bone. It appeared to me, that 
but one other mode remained which held out any prospect of 
success—Mr. White’s plan of sawing off the ends of the bone, 
and reducing it to the state of a recent compoand fracture. 

I accordingly performed this operation on the 31st of July. 

An incision about three inches in length was made through 
the integuments of the arm, on the outer edge of the biceps 
muscle down to the bone. The lower end was easily turned 
out of the wound, and half an inch sawn off with an ordi- 
nary saw. The upper end could not be turned out in the 
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with addendum letters, polemics, etc.' White’s 
method was thereafter referred to in surgical 
literature usually with favorable comment. 

In all, Norris mentions twenty-two methods 
advocated and used for the relief of non-union 
concluding with amputation which, as Somme well 
says, can hardly be considered a means of cure. 

Almost the last procedure mentioned by Norris 
is that proposed and practiced by J. Kearny 
Rodgers of New York. Rodgers, one of the most 
resourceful of American surgeons, drilled the ends 
of the ununited fragments and brought them into 
apposition by means of silver wire sutures passed 
through the drill holes. As far as can be deter- 

‘A Particular Narrative of What Has Happened Relative to a 
Paper Published in the s1st Vol. of the Philosophical Transactions, en- 


titled ‘An Account of a Remarkable Operation on a Broken Arm,’” 
Charles White, London, 1762, pp. xxxv. 


same way. Having, however, guarded the soft parts by a 
thin slip of wood, passed down on each side to the bone, 
about half an inch was removed by a circular saw. I now 
found it impossible to bring the ends of the bones into con- 
tact, in consequence of aslip of muscle passing between them. 
I divided this, and although they were then placed in apposi- 
tion, they soon regained their former bearings—an inch and 
a half asunder. 

Apprehensive that I should be foiled if the bones were thus 
far apart, I drilled a small hole through the shell of each end 
to the medullary cavity. Through these holes a wire was 
passed, and the ends of the bone were retained in coaptation. 
The ends of the wire were drawn through a canula which re- 
mained in the wound. ‘The os brachii was much softer than 
natural, and excited my fear, that this state would prevent any 
ossific deposit. 

The wound was dressed with adhesive straps and covéred 
with lint ; the arm was placed on a right angled splint, pro- 
perly hollowed out. 

August 15th. The canula fell from the wound with the 
loop entire, so that the bone must have broken away. The 
bones, however, continued in a proper position. 

Not expecting bony union for some time, I scarcely exa- 
mined the state of the bones for a month. During this time 
the wound had almost healed. Afterwards I examined it about 
once in ten days. 

Oct. Sth. Sixty-nine days after the operation, I was gra- 
tified to find that the bone had united ; but was unwilling to 
test its strength by force. 

Oct. 16th. On examining the limb after an absence of se- 
veral days from the city, I found the nnion firm. 

For two months after the operation, my patient was not 
allowed to move from his bed, and during this time motion of 
the affected arm was prevented by splints. To the unyield- 
ing firmness with which my patient seconded my exertions, I 
attribute the success which crowned this operation. 

Dec. 3. The patient was presented to the clinical class, 
with every motion of the arm perfectly regained. 

The os brachii is shorter by two inches than that of the 
sound side. 


Dec. 12th. 1827. 14 Courtlandt-street. 
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mined, this is the first case in surgical literature 
of the actual wiring together of ununited frag- 
ments of bone. Dupuytren’s case* so frequently 
cited was managed by quite a different method. 
In his case, Dupuytren resected one of the frag- 
ments of an ununited mandible, securing apposi- 
tion by means of a platinum wire passed around 
the teeth. In the case credited to Horeau® by 
both Norris and Gross‘ no operation was per- 
formed. In his article Horeau describes the case of 
an army colonel, the victim of an ununited frac- 
ture of the mandible. He did not wire the frag- 
ments, nor did he wire the teeth, but says: 

*Lecons Orales, iv, 1818, p. 669. 

3Journal de Medecine, Chirurgie, Pharmacie, etc. edited by Corvisart, 
Leroux, and Boyer, x, 195. 

4System of Surgery. 

5The New York Medical and Physical Journal, 1827, vi. 
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Perhaps it would be possible to reduce the mo- 

bility of the fragments by strongly fixing the teeth 
proximal to the fragments. 
He sums up his report by a statement to the 
effect that inasmuch as the patient was not 
seriously discommoded in mastication and since 
he was a distinguished military gentleman who 
did not believe in paying attention to light and 
passing indispositions, no attempt was made to 
relieve the condition. It would appear that 
Gross did not read Horeau’s original report for 
he says in his “System of Surgery” that Horeau 
proposed to connect the freshened ends of the 
bone in firm apposition by means of wire. Norris 
in his article concedes to Horeau the actual per- 
formance of wiring an ununited fracture of the 
mandible. Two French surgeons, Pujol and Icart, 
in 1775 and 1776 indulged in a delightful bit of 
verbal vitriol throwing over the merits of intro- 
ducing coils of wire around the fragments of 
fresh fractures. No mention is made by either 
of these gentlemen of the application of this 
method to cases of ununited fractures. 

Rodger’s case was published in the New York 
Medical and Physical Journal, Vol. V1, 1827, and 
deserves an outstanding place in the annals of 
surgical progress. Although the operation was 
repeated several times with success,' it was ex- 
posed to the dangers of the pre-Listerian era and 
because of the large risk involved could not have 
been extensively practiced. It was, however, the 
precursor of the modern operations for the coapta- 
tion of bony fragments by means of wire, bone 
plates, nails, screws, pegs of bone, etc. A pro- 
cedure so bold, and in Rodger’s hands so success- 
ful, should not be forgotten. 

John Kearny Rodgers was born in the city of 
New York on October 18, 1793, the son of a physi- 
cian, Dr. John R. B. Rodgers. He was fitted for 


‘John S. Heard, New York Journal of Medicine and Surgery, v. i, 
1839, 343- 
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college at a private school in Baskinridge, New 
Jersey, and entered the sophomore class of 
Princeton in the autumn of 1808. In a biographi- 
cal sketch of J. Kearny Rodgers prepared by 
Edward Delafield, President S. S. Smith of 
Princeton is quoted as remarking to Rodgers 
that he would never distinguish himself. On leav- 
ing Princeton, Rodgers enrolled as a private 
pupil under Dr. Wright Post® and was licensed 
to practice by the Medical Society of New York 
in January, 1816, receiving his M.D. degree from 
the College of Physicians and Surgeons in March 
of that year. He sailed for England in February, 
1816, enrolling under the great surgeons of the 
day—Haighton, Cline, Astley Cooper, Abernethy, 
Lawrence, and Travers. His biographer records 
the fact that of the four hundred pupils attending 
Sir Astley Cooper’s lectures, Rodgers was soon 
singled out for special attention by that dis- 
tinguished teacher. While in London, he gave 
special attention to diseases of the eye and was 
later (1820) instrumental in the founding of the 
New York Eye and Ear Infirmary. In 1822 he 
was appointed one of the surgeons of the New 
York Hospital. Indicative of his wide-spread 
fame was his call to the West Indies to perform 
an important surgical operation. He remained 
there several months, answering many calls upon 
his surgical skill. Living in the day of the bold 
ligation of arteries, he considered the ligation of 
the subclavian artery, which he performed on 
October 14, 1845, as the high water mark of his 
surgical career. He was the first to tie the left 
subclavian artery within the scaleni for aneurysm. 

A bibliography of the writings of this most 
unusual surgical genius makes but a short list. 
His influence, however, upon his students and 
colleagues augured well for surgical progress. 
His death occurred on the tenth of November, 
1851. 

21766-1822. 


| 


ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


Canuyt, G.: Diffuse Septic Streptococcus Osteo- 
myelitis of the Bones of the Skull (L’ostéo- 
‘myélite septique streptococcique diffuse envahis- 
sante des os du crane). Arch. internat. de laryngol., 
1928, XXxiv, 1153. 

Before the era of antisepsis, streptococcus osteo- 
myelitis was a frequent complication of skull in- 
juries, but today it is usually a sequela of acute 
or chronic suppuration of the ear or the accessory 
sinuses of the nose. 

The case reported by the author was that of a man 
forty years of age who had had a gibbus since child- 
hood. In October, 1926, maxillary sinusitis de- 
veloped on the right side. This condition was greatly 
benefited by irrigation. In November, 1927, the 
discharge from the right maxillary sinus recurred 
and was again treated by irrigation. Soon thereafter 
a swelling appeared in the right frontal region, and 
on trephination the right frontal sinus was found 
filled with pus. The patient then developed glau- 
coma of both eyes. The left eye was treated 
surgically and the right eye medically. As the sup- 
puration in the right maxillary sinus persisted, a 
radical operation on that sinus was performed in 
January, 1928. The headache continued and a 
swelling of the scalp appeared at the boundary be- 
tween the frontal and parietal bones. The skull was 
then trephined, but this operation was no more 
successful than the others. Subsequently the patient 
was given intravenous injections of gentian violet 
and an autogenous vaccine was used. In March and 
April, 1928, the right and left frontal sinuses were 
successively curetted. They were full of pus and 
contained sequestra. 

The patient was first seen by the author at the 
end of May, 1928. He was then suffering from 
intense headache, particularly on the right side and 
at night. Examination revealed chronic purulent 
frontal sinusitis with bilateral fistula and a bone 
fistula into the right frontoparietal region. Both 
nasal fosse were filled with pus and obstructed by 
considerable hypertrophy of the two lower and two 
middle turbinates. Both ethmoid and both maxillary 
sinuses were filled with pus. The temperature varied 
from 37.4 to 37.8 degrees C. The Wassermann test 
of the blood was negative. 

On June 2, 1928, the left inferior turbinate was 
resected and the left maxillary sinus was opened 
freely under local anesthesia. On June 11, 1928, the 
two frontal sinuses were opened, the septum between 
them was resected, the floor was broken down, and 
free drainage was established through the nose. On 
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July 5, 1928, bilateral external ethmoidectomy was 
performed. At the time this report was made (July, 
1928), the patient’s condition was distinctly better. 

Bacteriological examination of the pus showed a 
pure culture of a very virulent type of streptococcus. 

In making this report the author asks for sugges- 
tions from members of the profession as to the further 
treatment of the case. Roentgenograms show such 
extensive involvement of the skull that resection of 
bone into normal tissue seems hopeless. Autogenous 
vaccine and serum therapy and chemotherapy in the 
form of silver salts and iodides have proved useless. 
Roentgen therapy has not been tried. 

Auprey G. Morecan, M.D. 


Bailey, P.: Wounds of the Superior Longitudinal 
Sinus. Surg. Clin. N. Am., 1929, ix, 395. 


The diagnosis of wounds of the dural sinuses must 
be made largely from the site of the injury and the 
character of the escaping blood. When there is no 
external wound it may be aided by X-ray examina- 
tion or the nature of associated neurological symp- 
toms pointing to a local lesion of the brain. 

The treatment of wounds of the sinuses presents 
many difficulties. The removal of depressed frag- 
ments of bone must be done with the utmost care 
as there are very numerous records of death from 
hemorrhage following the removal of bony frag- 
ments which did not cause much bleeding because 
they plugged their own openings. ‘The removal of 
fragments should be done only by turning down an 
osteoplastic flap. It is probably wise, contrary to 


_the rule elsewhere in the intracranial cavity, to leave 


depressed fractures in the region of the longitudinal 
sinus alone unless an open wound favors infection or 
symptoms of injury to the brain or intracranial 
tension render operative intervention advisable. 

The method of dealing with a tear in a dural sinus 
varies in different cases. Usually packing with 
gauze has been done. In the case reported by the 
author the tear was small and was readily closed by 
a bit of muscle. In larger wounds, ligation has been 
done successfully, but because of the danger of 
lacerating venous trunks in the underlying brain it 
is not easy to pass a ligature around the longitudinal 
sinus and, because of the triangular shape and rigid 
walls of the sinus, ligation is not very successful in 
occluding it. Cases have been reported in which 
wounds have been sutured with fine silk. 

The best method of dealing with large wounds 
seems to be to invert the outer wall by pushing into 
the sinus a rounded object to be retained by 
pressure or suture. Howaro A. McKvicut, M.D. 
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Schuller, A.: X-Ray Examination of Deformities of 
the Nasopharynx. Ann. Olol., Rhinol. & Laryngol., 
1929, XXXVvili, 109. 

In cases of difficulty in nasal respiration X-ray 
examination occasionally reveals as the cause a 
deformity of the base of the skull or the upper 
cervical vertebra such as hyperkyphosis of the base 
of the skull, assimilation of the atlas, or depression 
of the middle fossa in craniostenosis. In some in- 
stances orthopedic treatment may correct the 
deformity and relieve the nasal obstruction. 

Manrorp R. Wattz, M.D. 


Blair, D. M.: The Deep Submaxillary Lymph 
Glands. Brit. M.J., 1920, i, 443. 


Blair describes lymphoid tissue occurring within 
the capsule of the submaxillary gland and in direct 
relation to the salivary acini. Because of this tissue 
it is impossible to be sure of removing all submaxil- 
lary lymph glands present without removing the 
submaxillary gland itself. In Blair’s opinion, the 
deep glands may be responsible for the occurrence 
of cancerous metastases in the salivary gland and 
may be the site of tuberculosis apparently primary 
in the submaxillary gland. 

Manuet E, Licutenstern, M.D. 


Risdon, F.: The Treatment of Fractures of the 
Jaws. Canadian M. Ass. J., 1929, xx, 260. 


A general anesthetic is seldom necessary in the 
treatment of fractures of the jaws if the cases are 
seen early. The more rigid or fixed the splints can 
be made, the better the results. All cases may be 
conveniently divided into two classes—the dentu- 
lous and the edentulous. In the treatment of a 
dentulous case, the teeth and their position in rela- 
tion to the upper jaw are of the greatest importance. 
All fractures of the lower jaw are compound; there- 
fore Risdon usually depends on some form of splint- 
ing of the teeth to hold the fragments in position. 

If the lower jaw is fractured in three places, with 
or without considerable displacement, an impression 
of the teeth in each fragment is taken and a metal 
cast with lugs on the outer surface is cemented to 
the teeth separately and is drawn up to meet a 
similar cast appliance cemented to the upper jaw 
and held in that position until union has occurred. 
This Risdon believes to be the best method. 

In another method, which is less expensive and 
which can be adapted to most cases in which the 
teeth are present, a piece of bronze wire about 14 in. 
long is doubled and twisted on one end to form a 
loop with two free ends. The free ends are inserted 
between two teeth, one wire being carried distally 
and the other mesially around the teeth and twisted 
on the outer or buccal surface around the loop. A 
number of these loops can be applied to the teeth in 
the upper and lower jaws and brought together with 
ordinary silk. Risdon prefers silk ligatures to wire 
ligatures because silk is hygroscopic. 

Another method consists in twisting a wire 
around certain teeth in the lower jaw and another 


wire around certain teeth in the upper jaw and then 
attaching the long ends together by twisting. 

A fourth method consists in attaching a piece of 
German silver wire to the upper teeth from molar to 
molar, attaching a similar wire from the outer buccal 
surface of the lower teeth, and then ligating the two 
wires together. 

In a fifth method a rubber interdental splint is 
used, the upper and lower being cemented together. 

There are many other plans which have been ad- 
vocated, but those mentioned should be sufficient 
for all cases in which the teeth are present. 

In the treatment of a simple fracture in the 
edentulous mouth, wiring through the bone frag- 
ments may be considered, but a better method con- 
sists in using the patient’s denture or some material 


which will fit over the lower ridge and holding the 


fragments in position by wiring completely around 
the bone and denture. 

Another method consists in holding the artificial 
teeth together by wire inserted in the mouth and a 
head band well covered with cotton which is so 
adjusted that a rubber dam attachment may be 
placed beneath the chin and tied to the head band 
at each side, thereby holding the jaw well up in 
position. 

For fractures of the upper jaw the author uses a 
cast splint made to fit the upper teeth. To the 
outer surface of the cast is attached a 13-gauge wire 
which is allowed to project from the angles of the 
mouth backward as a loop toward the ear on each 
side. To this loop is attached a rubber or factory- 
cotton bandage which passes over the parietal bones 
or the vault of the skull to a similar loop on the 
opposite side. By this apparatus the fragments of 
the upper jaw may be forced well up into their 
former position. If the fracture of the upper jaw is 
unilateral, only an upper cast splint is necessary. 
These splints should be kept on for from four to six 
weeks. 

As the teeth are held together, the food must be in 
liquid form. It should be given every three hours. 
The author suggests eggnog, milk, potato and water 
soup, milk, malted milk, and cocoa with malted 
milk in the early stages and minced meat and 
mashed potatoes and vegetables later. It is never 
necessary to extract a tooth for feeding if the splints 
are properly constructed as the fluids have no diffi- 
culty in passing through the interspaces. 

While bony union is to be expected in most cases, 
the author has had a number of cases in which a 
bone graft was necessary, no union being evident 
after six months. These cases were seen late when 
fibrous tissue had become interposed between the 
fragments. It was considered wise to hurry the 
treatment by free grafting, but a period of at least 
months had elapsed since the last evidence of infec- 
tion was noticed and after dead and infected teeth 
had been removed. In these cases the splints were 
re-inforced before they were cemented in position. 
Roentgen examination six years after the operation 
showed excellent bony union and the wires still in 
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position. Risdon emphasizes that the wiring was 
done through sterile areas and all bone grafts were 
inserted through an incision in the neck. He states 
that in selected cases free bone grafts inserted under 
favorable conditions should result in bony union 
in three months. Emit C. RopirsHek, M.D. 


Schroff, J.: Unusual Cysts of the Maxilla: Cyst of 
Nasopalatine Duct: Cyst of the Facial Cleft 
Area (Fissural Cyst). Laryngoscope, 1929, xxxix, 
173. 

The most common cysts of the jaws are the root 
cyst, the follicular cyst, and the multilocular cyst 
or adamantinoma polycysticum. These are derived 
from the epithelial cells of the dental anlage. 

The author reports. two cases of unusual types. 
In the first case, epithelial strands or cell rests from 
the nasopalatine duct in the foramen incisivum gave 
rise to a cyst in the median line of the maxilla which 
simulated a root or follicular cyst in that region. 

In the second case a cyst was formed from epi- 
thelial cell rests in the region of fusion of the upper 
jaw and the lateral and middle nasal processes. Such 
cysts are situated partly in the vestibule of the 
mouth, nose, and cheek. They may simulate dental 
cysts, but are distinguished from the latter by the 
fact that they occur on bone and not in bone. 

In conclusion the author states that the usual 
classification of cysts of the maxilla should be ampli- 
fied to include these varieties. 

James C. Braswett, M.D. 


EYE 


Campbell, D. M., and Carter, J. M.: Stenosis of 
the Nasolachrymal Passageways: The Result- 
ing Pathological Condition and Its Treatment. 
Arch, Ololaryngol., 1929, ix, 367. 

For successful results any treatment of lachrymal 
duct stenosis must relieve the chief complaints, 
namely, overflow of the tears and the collection of 
pus in the eye. Since in some cases complaint is 
made of overflow of tears after removai of the 
lachrymal sac, the authors advise, instead of re- 
moval of the sac, one of the short- -circuiting opera- 
tions to establish drainage into the middle fossa of 
the ear. They describe in detail an operation which 
they performed by an external approach and state 
that they are able to show by roentgen examination 
that the passageway made in this manner into the 
middle fossa remains open after four years. 

Manrorp R. WAttz, M.D. 


Calhoun, F. P.: The Vascular State and Glaucoma. 
Am. J. Ophth., 1929, xii, 265. 

Calhoun made a careful study of the cardiovas- 
cular condition of sixty-four patients with simple 
glaucoma. The investigation included functional 
renal tests, Wassermann tests, and roentgenograms 
of the aorta. 

Vascular disease was present in 95 per cent, 
syphilis in 14 per cent, and nephritis in 37 per cent. 
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The systolic pressure was above normal in 42 per 
cent and the diastolic pressure was above normal in 
57 per cent. Dilatation of the heart and aorta was 
found in 60 per cent. Syphilis was more frequent in 
the younger patients than in the older patients. 

It is suggested that glaucoma simplex may be 
caused by a toxin which produces either dilatation of 
the capillaries with increased permeability of their 
walls or an increase in the intra-ocular capillary 
pressure. SamueL A. Durr, M.D. 


Gifford, S. R., and Hunt, C. E.: Ring Abscess of the 
Cornea. Arch. Ophth., 1929, i, 494. 


The authors report four cases of ring abscess of 
the cornea following injury in which the eye was 
eviscerated because of panophthalmitis. Examina- 
tion of smears and cultures showed bacillus subtilis 
in two cases and an organism belonging to the 
subtilis group in one case. In the fourth case no 
bacteriological examination was made. In one case, 
histological examination showed absence of the 
epithelium and endothelium. The infiltration was 
greatest in the middle layers of the cornea, par- 
ticularly at the periphery. Vircit Wescort, M.D. 


Anklesaria, M. D.: Detachment of the Retina. 
Indian Med. Gaz., 1929, \xiv, 186. 


A myopic boy aged seventeen years suffered a large 
detachment of the retina in the upper and outer 
quadrant of the right eye. He was at once put to bed 
at physical and physiological rest. Both eyes were 
bandaged and subconjunctival injections of saline 
solution, beginning with a 4 per cent solution, were 
given in Tenon’s capsule over the site of the detach- 
ment. Each succeeding injection was increased in 
strength until a 10 per cent solution was reached. In 
all, about ten such injections were given. Internally, 
7 gr. of urotropin twice daily and a mixture con- 
taining potassium iodide, sodium salicylate, and 
salines were administered. 

Improvement was noticed in about a fortnight. At 
the end of six weeks the patient was able to see as 
well as before and examination of the fundus re- 
vealed no sign of detachment. Today, several years 
after the detachment, the patient’s condition still 
remains normal. - Georce R. McAuutrr, M.D. 


Beigelman, M. N.: Acute Hypotony in Retinal 
Detachment. Arch. Ophth., 1929, i, 463. 


Acute hypotony complicating retinal detachment 
was first described by Schnabel in 1876. Mild 
hypotony is characteristic of retinal detachment not 
due to tumor, but the acute type is comparable to 
the condition associated with perforation of the 
sclera with great loss of vitreous. The anterior 
chamber is very deep and the iris is drawn back as in 
plastic uveitis, but is movable and has a tremor. 
Uveal involvement with pericorneal injection, con- 
gestion of the iris, and opacities in the media have 
been noted. The author attempts to draw conclu- 
sions as to the origin of acute hypotony in ordinary 
retinal detachment. Vircm Wescott, M.D. 


196 INTERNATIONAL ABSTRACT OF SURGERY 


EAR 


Sargnon, A., and Bertein, P.: Peripheral Facial 
Paralysis in Otology (La paralysie faciale péri- 
pherique en otologie). Arch. internat. de laryngol., 
1929, XXXV, 5. 

The so-called auricular facial paralyses which are 
of special interest to the otologist—inflammatory, 
operative, and zoster paralyses—are rare and often 
incomplete. Frequently they can be cured by 
appropriate treatment. As the facial nerve is a 
mixed nerve, the disturbances which cause asym- 
metry of the face are not the only ones to be cor- 
rected. Disturbances of sensation must also be 
treated, particularly in intrapetrous auricular 
paralyses which are due to lesions of a mixed nerve 
at a point beyond the union of the two roots and 
before the points at which the sensory collaterals are 
given off. 

The disturbances of sensation may be studied in 
the external ear and the anterior two-thirds of the 
tongue on the affected side. ‘They are difficult to 
study because, especially in the ear, there are 
supplementary sensory nerves which modify the 
findings of examination. Disturbances of sensation, 
pain particularly, are especially marked in the zoster 
variety of paralysis. This is caused by primary in- 
fection of the ganglion of the seventh pair of cranial 
nerves. Inflammatory paralyses are generally caused 
by compression of the nerve by the congested 
mucous membrane. ‘The pressure is exerted on the 
second and third portions of the facial nerve because 
of breaks in the aqueduct of Fallopius. 

Facial paralysis is caused not only by suppurative 
otitis media but also by congestive otitis without 
suppuration. However, caution must be exercised in 
attributing a paralysis of the facial nerve to a latent 
catarrh of the ear. The decision that a paralysis is 
of otitic origin must be based on a careful study of 
all of the subjective and objective symptoms. 

Operative paralyses also are often due to com- 
pression or contusion of the nerve. Less frequently 
they are caused by section. Section of the nerve is 
most common in gunshot injuries of the ear. Zoster 
paralyses quite frequently complicate infection of 
the geniculate ganglion. The sensory and exanthe- 
matous symptoms of the infection precede and 
accompany the paralysis, but may be slight and 
transitory. A careful search must be made for them, 
sometimes in other ganglia than those of the facial 
nerve which are affected at the same time, particu- 
larly those of the eighth pair of cranial nerves. 
Essential paralyses are now rare. Most cases are 
proved on closer examination to be formes frustes of 
zoster paralysis, of infectious (often syphilitic) or 
toxic neuritis, or of discrete otomastoid catarrh. 
They sometimes seem due to inflammatory vascular 
disturbances of the bulbar nucleus, the exact nature 
of which is as yet unknown. 

The treatment of auricular facial paralysis is 
particularly an otological treatment—early drainage 
of the infected cavities and nasopharyngeal anti- 


sepsis in otitic paralysis, and toilet and disinfection 
of the operative or accidental wound to eliminate 
all causes of compression and prevent secondary 
infection of the contused nerve. Electrotherapy is a 
useful adjuvant but should be used with prudence. 
Anti-syphilis treatment may be tried for diagnostic 
purposes. Operation should be done with caution 
and only in late cases. After a period of six months 
or more a paralysis that is apparently final with a 
complete reaction of degeneration often undergoes 
spontaneous retrogression. In the authors’ opinion, 
preference should be given to indirect methods 
which attempt to re-establish the symmetry of the 
face without direct action on the nerve, such as 
tarsorrhaphy, lifting of the commissure of the 
mouth, or sympathetic operations. 
Aubrey G. Morcan, M.D. 


Cox, G. H., and Dwyer, J. G.: Tuberculosis of the 
Middle Ear. Arch. Otolaryngol., 1929, ix, 414. 


The author has found that in more than 15 per 
cent of cases of chronic discharge from the ears the 
discharge is due to aural tuberculosis. Infection of 
the ear by the bovine type of tubercle bacillus is 
common. 

Aural tuberculosis is characterized by an insidious 
onset, a painless discharge, multiple perforations, 
and slight deafness. 

The value of heliotherapy in the treatment re- 
quires further investigation. ‘The best prospects of 
cure are offered by appropriate local, general, and 
climatic treatment combined with injections of 
tuberculin. Manrorp R. Wattz, M.D. 


Druss, J. G.: Pathways of Infection in Labyrin- 
thitis: Report of Three Different Types. Arch. 
Ololaryngol., 1929, ix, 392. 

Infection of the labyrinth is seldom primary. The 
secondary routes are: (1) through the round and 
oval windows and directly through the bony capsule; 
(2) through the internal auditory meatus or aque- 
ductus cochlex; (3) by way of the saccus endolym- 
phaticus; (4) by way of the fossa subarcuata; and (5) 
by way of the blood stream. The author reports 
three cases which were examples of infection by the 
first and second of these routes. 

Manrorp R, Wattz, M.D. 


NOSE AND SINUSES 


Jessaman. L. W.: The Treatraent of Nasal Frac- 
tures. N. England J. Med., 1929, cc, 753. 

Replacement of the fragments in fractures of the 
nose is easy if it is done early but difficult if the 
fragments have been allowed to unite in a faulty 
position. To maintain proper alignment, the author 
uses a splint of strip iron which is easily moulded as 
desired. This splint is shaped like a tuning fork and 
especially when pressure is needed is well padded. 
The handle is placed over the bridge of the nose and 
up onto the forehead. The sides are applied laterally 
to the nose and held in place by adhesive strips run- 
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ning around the neck below the ear. The splint is 
left in place about a week and can be changed as 
needed. GeorcE R. McAutirr, M.D. 


Dintenfass, H.: Headache from the Standpoint 
of the Rhinologist. Ann. Otol., Rhinol. & Laryn- 
gol., 1929, XXXviil, 77. 


The author states that in the study of headaches 
of nasal origin it is necessary to take into con- 
sideration not only the abnormal conditions of the 
nasal cavities but also the condition of the adjacent 
nerve structures. Pain is due to trauma. One type 
of trauma is pressure resulting from the infringement 
of membrane on membrane, obstruction to the drain- 
age of a sinus, or negative pressure, all the direct 
result of irritation and swelling of the membrane. 
The cause of nasal neuralgias is probably a toxin lib- 
erated by infecting micro-organisms. 

Headaches due to intracranial conditions have 
definite characteristics. It is necessary to differ- 
entiate between Meckel’s ganglion syndrome and 
gasserian ganglion affections and between pain due 
to impacted teeth and sinus pain. Care must be 
taken to determine whether pituitary disease is 
present. 

The diagnosis of headache due to nasal disorders 
is aided by the use of cocaine, adrenalin, and 
ephedrin, and by transillumination, X-ray examina- 
tion, and sinus puncture. Surgery should not be 
attempted unless there is reasonable certainty that 
it will be beneficial. Manrorp R. Wa tz, M.D. 


Pickworth, F. A.: Confusional Insanity with Em- 
pyema of the Sphenoidal Sinus. Bri/. M. J., 
1929, i, 721. 

In the case reported, that of a patient fifty-one 
years old, there was a history of brain concussion at 
the age of twenty-six years. After five years, mental 
disturbances developed but cleared up. Ten years 
later the mental disturbances recurred and _ per- 
sisted. 

At autopsy, the sphenoidal sinus was found full of 
yellowish pus. The cavity was large and almost 
surrounded the pituitary gland. Streptococci and 
non-syphilitic spirochetes were isolated. 

Reference is made to articles reporting inprove- 
ment of pituitary symptoms and early acromegalic 
signs following drainage of the sphenoid. 

R. McAuttrr, M.D. 


MOUTH 


Jurgens, H. J.: The Deadly Upper Lip Infection. 
Illinois M. J., 1929, lv, 273. 

Upper lip infections differ from similar lesions else- 
where because of the following factors: 

1. The anatomical make-up of the parts involved. 
In almost every part of the body the skin rests upon 
a superficial fascia that separates it from the deeper 
structures and gives room for expansion when fluids 
accumulate beneath the skin. In the upper lip and 
nose the fibers of the facial muscles are inserted di- 
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rectly into the skin. These fibers run in all directions. 
The blood and lymphatic supply of the parts is very 
extensive. The blood vessels run in between the deli- 
cate muscle fibers and the slightest contraction of the 
fibers causes a temporary local disturbance in the 
blood supply. The whole field is divided into a num- 
ber of very small cavities separated from each other 
by these fibers and having no communication with 
each other. Incision will cause the opening up of the 
cavities through which the knife has passed, and the 
trauma incident to it will tend still further to increase 
the pressure in the venules, with resulting thrombo- 
phlebitis. The infection can travel by four routes: 
(1) the angular vein to the superior ophthalmic vein 
to the cavernous sinus; (2) the anterior facial vein to 
the internal jugular vein to the heart and lungs; (3) 
the small nasal vein through the foramen cacum to 
the longitudinal sinus and then into the lateral sinus; 
and (4) through the general blood stream by direct 
extension of the cellulitis and lymphangeitis. 

Trauma produced by the patient in the early 
stages of the infection by picking and squeezing of 
the part. 

3. The absence of physiological rest to the part. 
The continual use of the lip in talking and the taking 
of nourishment produces pressure in the lip sub- 
stance which forces the infective material into the 
little venules. 

4. The weakness of the wall of leucocytes thrown 
out to protect the general system from the local in- 
fection. This is due to the limited space. Because of 
the weakness of this wall there is rapid multiplica- 
tion of the organisms present. 

The treatment of upper lip infections depends upon 
the recognition of the causes of the condition and of 
the route which the infection is following. Infections 
about the face should be treated conservatively at 
first. The lesion should not be squeezed or opened, 
and the part should be placed at rest as much as pos- 
sible by abstinence from talking and restriction of 
the diet to liquid food. Hot, moist applications 
should be applied. 

The subsequent treatment will depend upon the 
course the infection takes. SamMuEL Kaun, M.D. 


PHARYNX 


Rose, E., and Houser, K. M.: The Identity of So- 
Called Agranulocytic Angina: Report of a 
Case. Arch. Int. Med., 1926, xliii, 533. 


The authors believe that the so-called agranulo- 
cytosis is a type of leucopenic reaction to an over- 
whelming infection. They reject the theory that it 
is a disease entity for the following reasons: 

1. Marked leucopenia is known to occur in severe 
infections. 

2. The multiplicity and variety of the necrotic 
foci speak against specificity of the angina. 

3. It is not epidemic. 

4. It occurs in both sexes. 

5: No constant etiological agent has been found. 

. The visceral lesions are not consistent. 
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7. Satisfactory experimental reproduction of the 
condition with material obtained from affected pa- 
tients has not been accomplished. 

Manrorp R. Wattz, M.D. 


Soukup, E.: Malignant Chordoma of the Naso- 
pharynx (Malignes Nasenrachenchordom). Casop. 
lék. Eesk., 1928, ii, 1561. 

Benign chordomata of the nasopharyngeal space 
usually develop without special clinical signs even 
when they grow to the size of a nut. Asa rule they 
are found accidentally at autopsy. Malignant chor- 
domata differ from benign chordomata in their size 
and their infiltration and destruction of surrounding 
tissues. They usually grow toward the brain. The 
clinical symptoms are caused by the pressure of the 
tumor on the surrounding tissues. Death usually 
results with bulbar symptoms. The diagnosis is 
difficult without histological examination. The prog- 
nosis is always unfavorable. 

Chordomata may be primary in the nasopharyn- 
geal space, developing from embryonal germs, or 
may originate intracranially from small chordomata 
at the clivus without clinical signs of injury to the 
central nervous system. In some cases they may de- 
velop simultaneously from an intracranial and a 
hypobasal center. Kinpt (Z). 


Mackenzie, D.: The Treatment of Cancer of the 
Pharynx, Larynx, and (Esophagus by Surgical 
Diathermy. Ann. Olol., Rhinol. & Laryngol., 1929, 
XXXVviii, 32. 

Diathermy is used in operations on pharyngeal 
cancers to prevent the entrance of cancer cells into 
the lymphatic vessels and the sowing of cancer cells 
in the field of operation. It is of value also to de- 
we bacteria in the tissues adjoining the operative 

eld. 

Eradicable cancers should be excised en masse and 
ineradicable cancers should be destroyed as much as 
possible. In the author’s technique, the removal of 
the growth is preceded by block dissection of the 
regional glands. Hemorrhage is reduced to the 
minimum by ligation of the external carotid artery. 
Wyeth’s needle is used in dissection of the cervical 
glands and other delicate work, and large glands 
encountered are punctured in several directions to 
destroy the cells within them before they are excised. 
The lymphatics between the tonsil and the neck 
wound are sealed by plunging the needle into the 
tissues under the angle of the jaw. 

In the removal of the primary growth the whole 
surface of the neoplasm is coagulated and the growth 
then encircled with the sharp diathermy knife in 
healthy tissue. Next, the living cells of the growth 
are destroyed by plunging the knife into it. The 
growth is then removed en masse, preferably by the 
slow method to insure deeper coagulation. After 
complete removal of the neoplasm the area from 
which it was removed is treated with the coagulating 
terminal and areas which came into contact with 
the growth are treated with the active terminal. 


The postoperative treatment consists merely in 
keeping the operative field clean by syringing it with 
a mild antiseptic solution. 

Tumors involving the soft palate are removed 
with the full thickness of the palate. When the 
tumor is confined to the epiglottis, eradication by 
diathermy is attempted. When the faucial pillars 
are involved, the pillars are removed with the tonsil. 
Access to a tumor involving the larynx may be 
gained from the side (lower lateral pharyngotomy— 
Trotter). Intrinsic cancer of the larynx is not re- 
moved by diathermy because of the danger of 
bronchopneumonia. 

Ineradicable cancers are those that have pene- 
trated deeply to the base of the tongue, those ad- 
herent to bone, those situated in the glosso-epi- 
glottic fossa, the hyoid fossa, the introitus laryngis, 
the laryngopharynx, and the oesophagus, those which 
are too large, and those associated with infected 
cervical glands which are large and matted together. 

In the presence of sepsis an eradicable cancer may 
be quickly rendered ineradicable. Diathermy not 
only kills the cancer cells but sterilizes the field of 
operation. The entire cancer area should be 
diathermized following ligation of the internal 
carotid artery. The results obtained depend upon 
the depth of penetration of the diathermy and the 
latter depends on the accessibility of the growth. 
The most difficult area to diathermize is the base of 
the tongue. If the symptoms recur, the diathermy 
treatment should be repeated. 

Ineradicable cancer of the pyriform fossa and of 
the introitus laryngis may be more easily approached 
by suspension, and that of the cesophagus by the use 
of the oesophagoscope and a cylindrical electrode. 
The current should be turned on only when the 
electrode is in contact with the tumor. 

Sarcomata respond to radium better than to 
diathermy, and parotid tumors respond better to 
diathermy than to radium. 

Diathermy is contra-indicated when the neo- 
plasm is in an advanced stage and when the ulcera- 
tions are deep and the glands are soft and adherent. 
The combination of radium and the X-ray with 
diathermy is often of great value. 

Manrorp R. WaAttz, M.D. 


NECK 


Guy, C. C.: Tumors of the Parathyroid Glands. 
Surg., Gynec. & Obst., 1929, xviii, 557. 

The author reports in detail a case of parathyroid 
tumor occurring in a woman. From a review of the 
literature he draws the following conclusions: 

1. Adenomata of the parathyroids are compara- 
tively rare. 

2. No unquestionable case has been reported in 
which a tumor developed from a parathyroid rest 
in the thyroid gland. 

3. It appears that benign tumors of years’ dura- 
tion may suddenly take on malignant character- 
istics. 
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4. In a case of parathyroid enlargement it is 
difficult to distinguish definitely between true 
adenoma formation and hyperplasia. 

5. The connection between parathyroid neo- 
plasms and bone diseases is not definitely known. 

6. It appears that compensatory hyperplasia of 
the remaining parathyroids after removal of one or 
more of the glands may occur rapidly. 

7. The histological picture of tumors of the para- 
thyroids varies considerably as regards the predom- 
inant cell type. R. V. B. Suter, M.D. 


Menninger, W. C.: Congenital Syphilis of the 
Thyroid Gland. Am. J. Syphilis, 1929, xiii, 164. 

Hyperthyroidism based on congenital syphilis is 
much less common than hypothyroidism on the 
same basis. In hyperthyroidism the thyroid shows 
a more acute process in which connective tissue is 
less evident and the tendency toward gumma forma- 
tion is more evident than in hypothyroidism. ‘The 
relationship between hyperthyroidism and _ con- 
genital syphilis is not entirely clear, but in some of 
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the reported cases in which the two conditions were 
associated there seemed to be no doubt that the 
hyperthyroidism was caused directly by infection 
of the thyroid gland. In 1898 Fuerst reported a case 
of benign goiter in a child which he attributed to 
syphilis. 

In syphilis of the thyroid gland the gland is 
usually increased in size. In cases of hyperthyroid- 
ism there is atrophy or incomplete development. 
The earliest lesions of the thyroid in congenital 
syphilis are found about the walls of the blood 
vessels. Lymphocytic and other round-cell infiltra- 
tion occurs early, and frequently an increase in 
vascularity and dilatation of the capillaries are 
noted. Hutinel states that when the lesions begin 
during intra-uterine life they may interfere with the 
development of the organ and cause congenital 
dysplasia of the myxcedematous type. Endarteritis 
and phlebitis are phases of the process. Spiro- 
chetes are sometimes not in evidence even in the 
advanced stages, whereas in other cases they are 
present in large numbers. _ R. V. B. Suter, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Ferris, H. W.: Eight Cases of Tuberculoma of the 
Brain Found at Necropsy. J. Am. M. Ass., 1929, 
xcii, 1670. 

Tuberculomata of the brain were found in 8 of 809 
autopsies in which the cranial cavity was examined. 
In 7 cases they were multiple and in 7 were accom- 
panied by tuberculous meningitis. Four of the sub- 
jects were children. The cerebrum was involved as 
frequently as the cerebellum. 

These findings differ from the usual statistical re- 
ports which indicate that tuberculomata are usually 
single, generally occur in children, and as a rule are 
subtentorial. Leo M. Davsporr, M.D. 


Vincent, C., De Martel, T., and David, M.: Extir- 
pation of Tumors of the Brain; Presentation of 
Eight Cured Patients (Sur |’extirpation des 
tumeurs du cerveau; présentation de huit malades 
guéris). Bull. ct mém. Soc. méd. d. hép. de Par., 1929, 
xlv, 41. 


The authors report eight cases of tumor of the 
brain in which operation was followed by recovery. 
The tumors included a hydatid cyst, tumors of the 
auditory nerve, meningiomata, and gliomatous 
cysts. The chances for a successful result from 
operation are best in cases of tumor of the auditory 
nerve and meningioma. Up to last May, the authors’ 
total mortality for all types of brain tumors was 50 
per cent; it is now less than 25 per cent. In cases of 
auditory nerve tumor it is between 10 and 12 per 
cent. In recent months the authors have lost more 
patients from decompressive craniectomy performed 
too late than from the removal of tumors, even 
gliomata. They state that delay of operation in a 
case of brain tumor is serious since at a certain stage 
in the evolution of the disease the patient becomes 
very sensitive and cannot withstand anesthesia or 
the slightest trauma. 

Persons with brain tumor are too often given 
roentgen therapy or prolonged specific treatment, 
Roentgen therapy is of value only in cases of adeno- 
ma of the hypophysis with symptoms of acromegaly 
or adiposogenital dystrophy. It should not be used 
in other cases until the nature of the tumor has been 
determined by operation. The rays affect only 
tumors with cells of the embryonic type. In cases of 
meningioma, neurinoma of the auditory nerve, and 
gliomatous cyst they are useless or dangerous. 

Not more than 2 per cent of tumors of the brain 
are of syphilitic origin, and with the exception of 
certain cases of specific optic neuritis very few brain 
tumors are helped by specific treatment. 

Auprey G. Morcan, M.D. 


NERVOUS SYSTEM 


De Martel, T.: The Surgical Treatment of Cerebral 
Tumors; Some Points of Technique (Traite- 
ment chirurgical des tumeurs cérébrales; quelques 
points de technique). J. de chir., 1929, xxxili, 1. 


De Martel recommends local anesthesia with the 
patient in a sitting position for all operations for 
cerebral tumor. The sitting position with the head 
upright diminishes the risk of hemorrhage, and 
facilitates respiration. 

For several years the author performed operations 
for cerebral tumor with the patient sitting astride a 
chair, the head forward on the crossed arms resting 
on the edge of a table. This position is ideal except 
for nervous, agitated, or spastic patients. In the 
cases of patients of the latter type, general anxs- 
thesia is necessary. De Martel now uses an operating 
chair which he has been improving. The chair is 
described and shown in an illustration. The 
patient’s head is kept immobile. The patient makes 
no effort to maintain his position, and often he falls 
asleep during the operation. Throughout the opera- 
tion the surgeon is able to talk to the patient. 

In protecting the operative field, De Martel uses 
an antiseptic impermeable varnish which is solid and 
elastic and, when applied to the scalp, isolates it 
completely. The operation is begun with the free 
ablation of the posterior arch of the atlas. The 
cranium is then penetrated with the forceps gouge 
by way of the occipital foramen, the bone being 
divided above until gradually the cerebellum is 
entirely exposed. Sometimes the operation is com- 
pleted with the use of the forceps gouge alone. 

The advantage of this technique is that, if 
respiratory arrest occurs, the surgeon is ready to 
incise the bulbar dura immediately, whereas when 
other procedures are employed, it is often necessary 
to delay the incision for several minutes. 

The creation of large bleeding surfaces must be 
avoided. A bleeding surface should be thoroughly 
dried before another is created by the resection of 
nervous tissue or the liberation of a tumor. It is the 
careful hemostasis necessary that makes surgery of 
cerebral tumors so slow. Continuous lavage of the 
operative field with serum at a temperature between 
42 and 48 degrees C. demonstrates the bleeding 
points and favors hemostasis. The author has 
designed an apparatus (shown in an illustration) 
which keeps the serum at the required temperature. 
With it, the electrical aspirator is used. To prevent 
hemorrhages from friable tissues included in liga- 
tures or clips, pieccs of muscle are placed at the 
bleeding points. Rabbit muscle placed on a bleeding 
surface adheres almost instantaneously and assures 
hemostasis. Later it is absorbed. White muscle 
from _ anterior and internal surfaces of the thigh 
is used. 
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SURGERY OF THE 


As cerebral operations sometimes require six or 
seven hours, the surgeon should be able to sit down 
part of the time. The author has designed a stool 
which may be made higher if desired and is fitted 
with stirrups which make it possible for the surgeon 
to stand at a raised level. This stool will not turn 
over, no matter how far the surgeon leans in any 
direction. 

With these appliances and modifications of 
technique, De Martel has been able to reduce the 
mortality of operations for brain tumors from 60 per 
cent ten years ago to 25 per cent at the present time. 

PACE. 


Nemenov, M., and Jugenburg, A.: The Roentgen 
Diagnosis and Roentgen Treatment of Pitui- 
tary Tumors (Die Roentgendiagnostik und Roent- 
gentherapie der Hypophysentumoren). Vestnik. 
Rentgenol., 1928, vi, 3. 


This article reports twenty-nine cases of pituitary 
tumor. In eighteen there was acromegaly, and in 
eleven, adiposogenital dystrophy. It is possible in 
such cases to determine roentgenologically not only 
that the sella turcica is changed, but also the direc- 
tion in which the destruction is progressing. 

The authors describe the recognized symptoms 
and particularly the roentgen findings in acromegaly. 
In all of the cases reviewed the sella turcica showed 
marked change and was enlarged. In the cases in 
which ocular symptoms were absent, the sella was 
chiefly deepened and widened anteriorly and down- 
ward. In three cases there was a connection with 
the sphenoidal sinus. When ocular symptoms were 
present, the sella was widened also in a posterior 
direction, under which circumstances the dorsum 
sella was often destroyed. 

In eight of the eleven cases of adiposogenital 
dystrophy the sella was markedly widened in all 
directions and destroyed; usually only the most 
minute remains of the clinoid process were found. 

If, in an existing acromegaly, the sella turcica is 
unchanged, another localization of the elements of 
the pituitary must be assumed (Erdheim). In such 
cases the pharyngeal vault is irradiated with radium. 
When, on the other hand, no changes in the sella 
turcica are demonstrable in adiposogenital dys- 
trophy, it must be assumed that the disease is 
situated in the midbrain or on the floor of the third 
ventricle. Such cases do not respond to roentgen 
therapy. 

The authors used the following technique: four 
or five fields, each 6 by 8 cm., a focal distance of 23 
cm., from 180 to 200 kv., a filter of 0.5 mm. of zinc 
plus 3 mm. of aluminum, and four-fifths of the skin 
erythema dose. If the process was progressing in the 
direction of the sphenoidal sinus, the roentgen 
therapy was supplemented with radium irradiation. 
Two applicators each containing 50 mgm. and 
filtered by from 1 to 2 mm. of platinum were in- 
troduced through the nose and left in place for ten 
hours. The applicators were introduced under the 
fluoroscope. The treatment always resulted in 
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marked and long-continued (six to seven years) im- 
provement. The headaches ceased or were con- 
siderably benefited and vision was markedly im- 
proved. Of the eighteen patients with acromegaly, 
sixteen were rendered able to work. The swelling of 
the face and extremities receded. The ability to 
work was restored also in almost all of the cases of 
adiposogenital dystrophy. 

In certain cases the results can be improved by 
irradiating other endocrine glands besides the pitui- 
tary. By irradiation of the ovaries with small doses 
menstruation may be restored. In one case the 
thymus gland was enlarged and its irradiation re- 
sulted in improvement in the blood findings and the 
general condition. 

The improvement is generally a lasting one, but 
the fact that under certain conditions a recurrence 
may develop suddenly and the fact that at autopsy 
a pituitary tumor is occasionally found in persons 
who died from an intercurrent disease after the disap- 
pearance of all pituitary symptoms indicate that the 
treatment must be continued for years. The in- 
tervals between the individual irradiations should 
not be longer than six months. Kaptunova (Z). 


Manikovskij, B., and Smirnov, L.: A Clinical and 
_ Pathologico-Anatomical Study of Tumors of 
the Pineal Gland (Zur Klinik und pathologischen 
Anatomie der Geschwuelste der Pinealdruese). 
Sovrem. Psichoneovr., 1928, vi, 428. 


The authors report in detail a case of tumor of the 
pineal gland observed by them. The patient was a 
man twenty-two years of age who had been suffering 
for three or four months from severe headache, 
tinnitus aurium, nausea, vomiting, and increasing 
loss of hearing and vision. After an attack in which 
he was unconscious for a short time he had become 
almost completely deaf and blind. 

When the patient entered the clinic a considerable 
increase in the intracranial pressure was indicated by 
severe headache, vomiting, slowing of the pulse to 60 
or 50 beats a minute, and pronounced choked disk on 
both sides. In addition, the following phenomena 
were noted: disturbances involving the musculature 
of the eyeball (diplopia, ptosis, disturbances of 
convergence, and horizontal and vertical nystagmus) ; 
irregular dilatation of the pupils with absence of 
reaction to light, a weak reaction of accommodation, 
and visual acuity of 0.9 and 0.7; tinnitus aurium and 
almost complete deafness; a swaying, uncertain gait; 
amimia; slight paresis of the facial muscles on the 
left side; polyuria; mental depression; and general 
lethargy bordering on complete stupor. 

The rapidly progressive character of the con- 
dition, the signs of increased intracranial pressure, 
and a number of topical symptoms pointed to the 
presence of a tumor in the midbrain in the region of 
the quadrigeminal bodies which probably exerted 
pressure on the third ventricle. 

Two decompréssion operations according to the 
Cushing technique were performed in seventeen 
days. As these had no immediate results, a series of 
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deep irradiations of the brain were given. After the 
irradiations there was pronounced and immediate 
improvement in the general condition and the 
patient became able to return to his usual manner of 
life. Two months later, however, he had a sudden re- 
lapse with the same symptoms as before and his 
condition became rapidly worse. Death occurred at 
the end of four weeks. 

Autopsy revealed a brain tumor which exerted 
pressure on the third ventricle, the pulvinar, the 
hypothalamic region, the anterior and posterior 
quadrigeminal bodies, the geniculate bodies, the 
thalamus, and the upper surface of the cerebellum. 
Histologically the tumor was a pineal blastoma 
showing, here and there, involution of the individual 
cellular bodies. 

In connection with this case the authors review 
the few cases of tumor of the pineal gland that have 
been reported in the literature. They compare the 
symptoms and discuss the differential diagnosis 
briefly. As treatment for such tumors they favor 
corpus callosum puncture, but they warn that in this 
procedure it is easily possible to strike tumor tissue 
and cause a profuse hamorrhage. The decom- 
pression operation by Cushing’s technique is recom- 
mended as the first measure to be tried. Deep 
irradiation can give good results only if the tumor is 
composed of gliomatous tissue. The radical opera- 
tive measures which have been tried in a few cases 
are included by the authors among the measures 
which may prove promising in the future 

Brock (Z). 


Bazgan, J., and Enachescu, D.: Experimental Re- 
search on Microglia (Recherches expérimentales 
sur la microglie). Ann. d’anat. path., 1929, vi, 43. 


This article is based on nine experiments carried 
out on rabbits and dogs. Some of the brains used 
were traumatized by a foreign body and others were 
inoculated by means of trephination with a fixed 
virus or a dilute culture of staphylococcus. Three of 
the brains were those of dogs which had been made 
mad by the “rue” virus. The various pathogenic 
agents introduced into the cranial cavity by 
trephination provoked a severe vascular Jesion. 
The microglial reaction in this case manifested itself 
by proliferation and hypertrophy. The relationship 
between the vascular reaction and the microglia was 
quite evident. In the authors’ opinion, the latter is 
of mesodermic origin. Pace. 


SPINAL CORD AND ITS COVERINGS 


Globus, J. H., and Doshay, L. J.: Venous Dilata- 
tions and Other Intraspinal Vessel Alterations, 
Including True Angiomata, with Signs and 
x of Cord Compression: A Report 
of Four Cases, with a Review of the Literature. 
Surg., Gynec. & Obst., 1929, xviii, 345. 


The authors discuss intraspinal vénous dilatations, 
arterial or arteriovenous aneurisms, and hamangio- 
mata. The hemangiomata are of four types: the 


intramedullary, the extramedullary (pial), the extra- 
dural, and the vertebral. 

From a study of twenty-eight cases of venous di- 
latations they draw the following conclusions: 

1. Venous angiomata of spinal vessels are not as 
rare as was formerly believed. They occur chiefly 
in the fourth decade of life. 

2. Most of them very closely simulate clinically 
extramedullary tumors, but differ in that they more 
frequently show atypical manifestations and in that 
no subarachnoid block may be disclosed by mano- 
metric or lipiodol tests. 

3. Exploration is warranted. If the involvement 
extends into the substance of the cord, decom- 
pression is all that should be undertaken. 

Cases of arterial or arteriovenous aneurism clini- 
cally resemble those of venous dilatation but mor- 
phologically they are identical with those described 
by others as involving the base of the brain. 

With regard to hemangiomata, the authors draw 
the following conclusions: 

1. Clinically, hemangiomata are more apt than 
venous dilatations to give signs of cord compres- 
sion. 

2. A clinical differentiation between hamangio- 
mata of various localizations is very difficult, al- 
though in cases in which bone rarefaction has accom- 
panied vertebral hamangiomata the X-ray may be 
of some help. 

3. Laminectomy is indicated as the prospects for 
removal and permanent cure are good, particularly 
in cases of the extramedullary or extradural type. 

Eric OLpBERG, M.D. 


Vitek, J.: Diagnostic and Therapeutic Puncture of 
Syringomyelia Cavities (La ponction dorsale 
thérapeutique et diagnostique des cavités syringo- 
my¢liques). Bruxelles-méd., 1929, ix, 311. 

The author reports three cases of syringomyelia in 
which endomyelography was done in the Neuro- 
logical Clinic of Prague. In this procedure, from 4% 
to 1 c. cm. of lipiodol is injected into the syringo- 
myelia cavity by simple dorsal lumbar puncture. 
The puncture is made at the point where the cavity 
is most extensive. After the intra-ependymal in- 
jection of the lipiodol, the fluid contained in the 
syringomyelia cavity may be evacuated. The 
evacuation constitutes a decompressive puncture. 
In the author’s cases, decompression was followed by 
rapid improvement in the spasticity of the lower 
limbs and of the pain in the upper limbs, which were 
probably due to the pressure of the intra-ependymal 
fluid. 

Dorsal puncture of the syringomyelia cavity is 
very simple. The patient is placed on his right side 
and a puncture is made exactly in the midline under 
local anesthesia. When the spinal fluid begins to 
flow, the needle is carefully advanced until it punc- 
tures the posterior columns of Goll and Burdach, 
when the patient feels a transitory pain. The 
syringomyelia fluid is then evacuated and the pain 
ceases. 
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SURGERY OF THE 


In one of the author’s cases the injection was 
followed by a slight rise in the temperature and 
weakness. As in this case all of the syringomyelia 
fluid was withdrawn, Vitek no longer recommends 
complete evacuation of the cavity. 

In conclusion, Vitek states that the method is free 
from danger and is therefore greatly to be preferred 
to the laminectomy and incision of the cord practiced 
by Poussep. Auprey G. Morcan, M.D. 


ere G. F.: Chordotomy. Lancet, 1929, ccxvi, 
54. 

The author reports briefly upon seventeen cases 
of severe pain due to various causes which he treated 
by section of the anterolateral columns of the spinal 
cord. Two patients died of the operation. The 
fifteen who survived obtained a certain measure of 
relief. In cases of carcinoma the relief is often not 
complete, but as a rule it lasts as long as the patient 
lives. In cases of tabes the immediate results are 
very satisfactory, but the pain tends to recur at the 
end of about a year. Leo M. Davivorr, M.D. 


SYMPATHETIC NERVES 


Goebell: Operation for Asthma—a Critical Con- 
sideration (Zur Kritik der Asthmaoperation). 
Zentralbl. f. Chir., 1928, p. 2858. 


Goebell recalls that a number of surgeons, includ- 
ing Schilf, Sauerbruch, von Mueller, and Liek, have 
rejected Kuemmell’s proposal to treat bronchial 
asthma by operation, since, with Storm Van Leeu- 
wen, they expect better results from anti-allergic 
treatments, most patients with asthma being 
allergic. Whichever method of treatment is used, it 
is justifiable to speak of cure only when the patient 
has remained free from attacks for at least five 
years after the treatment. 

Encouraged by the success of operative treatment 
in one case (the operation consisted of bilateral 
sympathectomy), Goebell attempted to cure bron- 
chial asthma by operation in a series of 98 cases. 
The operation consisted in unilateral or bilateral 
sympathectomy from a horizontal incision a finger- 
breadth above the clavicle. It is important to divide 
as nearly as possible all of the sympathetic fibers con- 
necting the brain and the lungs. Hence Goebell re- 
moved all of the sympathetic cervical ganglia that 
could be reached from this incision, including the 
first thoracic ganglion. In the majority of the 
cases, however, the desired result was not attained. 
He therefore advises that operation be reserved for 
cases that have been treated without success by 
internal methods. 

In the discussion, SuDECK (Hamburg) emphasized 
the great difficulty of excluding the motor innerva- 
tion of the lungs with certainty. Research by his 
assistant, Braeucker, has shown that the lungs 
receive fibers from the vagus by way of the anterior 
and posterior rami bronchiales. Only the posterior 
branches contain motor constituents for the finer 
bronchioli. The sympathetic portion passes from 
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the inferior cervical ganglion or the thoracic gan- 
glion to the pulmonary plexus. In addition, there 
are anastomoses between the vagus and the sympa- 
thetic. It is therefore absolutely necessary to ex- 
clude the posterior pulmonary plexus in thoracot- 
omy under positive pressure. ‘The success of any 
other operative intervention on the vagus or sympa- 
thetic is a matter of chance. However, even when 
the operation is performed in the manner described, 
asthmatic attacks are possible because of the pres- 
ence in the wall of the bronchial tree of an auto- 
matically functioning ganglionic nervous apparatus. 
This apparatus may be excited by allergic sub- 
stances, hormones, etc. in the blood or by direct 
irritation from the lungs. In such case, operation is 
indicated only if psychic factors can be excluded and 
careful examination shows that the irritation caus- 
ing the asthma travels over the posterior pulmonary 
plexus. In the few cases of this type operative inter- 
vention gives good results. 

LENGEMANN reported on twenty-seven patients 
upon whom he operated three years ago and of 
whom only three are today cured. 

FRUEND (Osnabrueck) obtained a cure or im- 
provement in 30 per cent of his cases by operation 
and in 70 per cent by roentgen irradiation. He 
therefore believes that roentgen irradiation should 
always be given first, at intervals of several months, 
and that operation should be done only if roentgen 
treatment fails. 

In closing the discussion, KUEMMELL pointed out 
that his asthma operation is intended only for cases 
in which other therapeutic measures have proved 
useless. In such cases he has obtained a cure in 40 
per cent and considerable improvement in 30 per 
cent. Traum (Z). 


Hesse, E.: Further Research on the Surgical Treat- 
ment of Angina Pectoris, with Particular Re- 
gard to the Permanent Results (Weitere Unter- 
suchungen ueber die chirurgische Behandlung der 
Angina pectoris unter besonderer Beruecksichtigung 
der Dauererfolge). Zischr. sovrem. Chir., 1928, iii, 
975+ 


The accumulated experience of the last few years 
has resulted in important changes in the indications 
for and the technique of operations for angina 
pectoris. 

The author first reports 8 cases, in 4 of which 
not a single attack has occurred since the operation, 
performed from one and a half to three and a half 
years ago. Three of the patients died—1, five and 
a half weeks after the operation, in apparently good 
condition and without an attack; another, four 
months after the operation; and the third, whose 
condition was hopeless, seven days after the opera- 
tion. The cause of all of the deaths was progressive 
coronary sclerosis. In 1 case there was no im- 
provement. 

The 129 cases reported in the literature and the 
author’s 8 cases are subjected to a critical discussion. 
The results of operation were favorable in 65 per 
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cent and unfavorable in 17 per cent. The primary 
mortality was 13 per cent. Fifty per cent of the 
early deaths were due to decompensation of the 
heart. The mortality was highest in cases treated 
by total sympathectomy. There were 10 late deaths, 
6 from progressive heart changes. In 5 cases,. in 
spite of grave changes and a fatal outcome, there 
were no further attacks. The end-results (after from 
one and a half to nine years) are reported for 17 
cases. In all, they were excellent. 

Partial sympathectomy is to be preferred to total 
sympathectomy. ‘The experimental results also 
speak against the latter. Partial sympathectomy is 
technically easier and may be carried out under local 
anwsthesia. Of the various modifications, partial 
inferior sympathectomy —-resection of the upper and 
middle ganglia—-is best. This method gives excellent 
results in 80 per cent of the cases. ‘The mortality is 
10 per cent. Isolated depressorotomy should be 
abandoned. ‘The nerve is extremely variable and 
frequently cannot be found. This operation has a 
mortality of 20 per cent. 

The author reports a case with severe anginal at- 
tacks in which division of the sympathetic nerve 
was followed by immediate cessation of the pain; 
also a case in which under the same conditions, 
division of the depressor had no result but when 
division of the sympathetic was done later the pain 
was relieved immediately. 


An unfavorable sequela of extirpation of the supe- 
rior ganglion is facial neuralgia. ‘The author has 
avoided this complication by dividing the superior 
ganglion in its middle portion, a little above the 
entrance of the superior cardiac nerve. He has 
demonstrated the value of this procedure in 37 
sympathectomies for various conditions. 

The question as to the side on which the opera- 
tion should be done is an important one. The author 
does not agree with the majority of surgeons who 


always operate on the left side. He believes that | 


the decision must be based on the findings in the 
particular case. He has found that attacks of angina 
pectoris are often accompanied by irritation of the 
sympathetic nerve. This is usually unilateral, sel- 
dom bilateral. Therefore operation should be done 
either on the left side or on the right, rarely bilat- 
erally. Non-observance of this rule leads to failure. 
Contra-indications to the operation are total de- 
compensation, myocarditis, and cardiac defects. 
Coronary thrombosis is not a contra-indication. Ex- 
perience in 5 cases showed that this condition can 
be rendered painless for a long time. Syphilitic 
aortitis is not a contra-indication, but demands pre- 
operative specific treatment. If the latter is not 
successful, operative intervention should be under- 
taken only in severe cases. Sympathectomy lowers 
the blood pressure and thereby acts on the basic 
disease. HEsskE (Z). 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Moir, P. J.: Traumatic Fat Necrosis of the Breast. 
Brit. M. J., 1929, i, 640. 


Moir reports a case of fat necrosis of the breast 
occurring in a woman fifty-three years of age who had 
received a sharp blow in the right breast two months 
previously. Examination revealed a nodule 1.5 in. in 
diameter in the upper outer quadrant of the breast. 
The nodule was hard, well defined, and attached to 
the skin superficially but not deeply fixed. There 
were no enlarged axillary glands. A diagnosis of 
carcinoma of the breast was made and radical 
removal was done. 

Microscopic examination showed the lesion to be 
a subacute inflammatory process with evidence of 
necrosis and without neoplastic change. The adi- 
pose rather than the glandular tissue was affected. 

This condition corresponds to that first described as 
“traumatic fat necrosis” by Lee and Adair in 1920. 
It was reproduced experimentally by Farr in 1923 by 
pinching with forceps the subcutaneous fat of young 
pigs. Sections of the injured areas showed the 
typical histological picture of fat necrosis. The con- 
dition has been termed also “subacute panniculitis ” 
and has been found to occur in the omentum, in fat 
in the femoral canal, and in the subcutaneous fat in 
different parts of the body. 

ManuEt E, Licurenstein, M.D. 


Kueckens, H.: A Localized Lymphogranuloma of 
the Chest in the Form of a Breast Tumor ([in 
lokales Lymphogranulom der Brust in Form eines 
Mammatumors). Beitr. 2. path. Anat. u. 2. allg. 
Path., 1928, 1xxx, 135. 


In the case of a girl sixteen years of age a tumor 
developed on the anterior chest wall at the level of 
the fourth and fifth ribs within a period of a few 
weeks. The clinical picture suggested a cold abscess 
from caries of a rib which had extended into the 
surrounding tissues and the right breast. At first, 
conservative treatment was given, but as the swell- 
ing of the breast soon increased visibly and assumed 
the appearance of a malignant tumor, operation was 
regarded as advisable. 

At operation, the right breast and the underlying 
layers of muscle were found to be diffusely infiltrated 
by grayish-white growths which everywhere had 
penetrated between the tissues. Above, the infiltra- 
tion extended to the axilla, but the deeper and 
posterior portions of the axilla were not involved. 
Medially, the growth extended to the sternum and 
over onto the left side of the chest, nearly to the left 
breast. No relation of the condition to the ribs or 
the intercostal spaces could be determined, and care- 
ful examination failed to reveal adenopathy in the 


neck, inguinal region, or abdomen. There was no 
change in the mediastinum and no enlargement of 
the spleen. 

Histological examination of the curetted material 
showed that the condition was a typical localized 
lymphogranulomatosis. Localized granulomata have 
been described repeatedly. Kaufmann, in his text- 
book, states that local lymphogranulomata may 
show an infiltrating destructive growth. However, it 
is not necessary, because of this growth, to ascribe a 
peculiarly malignant quality, a sarcomatous tend- 
ency, to lymphogranulomatosis. The term “malig- 
nant granuloma” (Benda) is not justified on the 
basis of this characteristic alone. ZILLMER (Z). 


TRACHEA, LUNGS, AND PLEURA 


Farr, C. E., and Spiegel, R.: Pulmonary Infarction 
and Embolism. Ann. Surg., 1929, Ixxxix, 481. 


Thrombi are formed as the result of changes in the 
blood plasma, the blood stream, or the vessel walls. 
They may be organized and produce only a local 
reaction or may be friable and cause serious dis- 
turbances elsewhere in the body. The formation of 
an embolus depends upon changes involving the 
thrombus. A suppurative process within the vessel 
wall with loosening of the thrombus is most likely to 
terminate in embolism, whereas cicatrization by the 
intimal cells or canalization by central softening and 
peripheral organization has a more favorable out- 
come. An embolus is not as likely to be dislodged 
from a thrombus in a small vein as from a thrombus 
in a large vein in which the force of the blood stream 
is much greater. The réle of infection in the forma- 
tion of thrombi has not been definitely determined. 
Aseptic surgery has not greatly diminished the fre- 
quency of thrombosis. ‘Trauma at the time of 
operation does not seem to be an important factor 
in the etiology. 

In sixteen autopsied cases of pulmonary embolism 
reviewed by the authors the thrombosis occurred in 
the femoral, internal iliac, or common iliac vein, and 
more frequently on the left side than the right side. 
In a case in which thoracotomy was done no phle- 
bitis was found. In a case in which the right breast 
had been amputated the right axillary vein was 
found disintegrated. In many cases there were 
warning pulmonary signs and symptoms. The type 
of anwsthesia used did not seem to be an important 
factor. None of the patients manifested any clinical 
evidence of thrombosis even though the condition 
proved to be extensive. 

In twenty cases diagnosed clinically which did 
not come to autopsy the ages of the patients ranged 
from twenty-two to thirty-five years. The average 
age of the patients who recovered was thirty-five 
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years, and the average age of those who died forty- 
two years. 

The authors review also fifteen cases of post- 
operative pulmonary infarction. Bronchopneumonia 
is differentiated from this condition by a history of 
bronchitis, a more gradual onset, less marked pain, 
and the absence of blood from the sputum. The 
physical signs of the two conditions may be similar. 
The authors’ patients with postoperative pulmonary 
infarction were younger than those with pulmonary 
embolism and the infarction occurred earlier in the 
postoperative period than the embolism. 

In fatal cases of pulmonary embolism cardiac em- 
barrassment seems to be more important than the 
sudden encroachment on the margin of safety in 
the lung tissue. 

In the authors’ opinion, sitting up in bed, getting 
out of bed, and straining at stool are not of im- 
portance in precipitating embolism. 

J. Pickett, M.D. 


Krigl, K.: The Development of Bronchial Cysts 
(Ueber die Entwicklung der Bronchialcysten). 
Festschr. f. Béla Entz, 1928, p. 191. 


Autopsy revealed in a man twenty-two years of 
age a tense cyst the size of a fist in the left pleural 
cavity medial to and below the lower lobe of the 
left lung. The circumference of the cyst was 310 
mm. Its walls were translucent and from 3 to 4 
mm. thick. The cyst was attached to the hilum of 
the left lung by a broad-based pedicle and was 
covered above and laterally by smooth pleura. The 
left lung and the aorta were distinctly hypoplastic. 
A branch of the left main bronchus was continuous 
with the cyst wall. 

The cyst was unilocular and contained a dark 
brown, somewhat viscid fluid and a gelatinous mass. 
Its walls contained islands of cartilaginous con- 
sistency. Its inner surface was lined by one or more 
layers of squamous epithelium, but areas were pres- 
ent which resembled cylindrical epithelium. The 
pedicle of the cyst contained islands of hyaline 
cartilage and spaces lined with cylindrical ciliated 
epithelium. 

The location and histological character of the 
cyst indicate that it was of bronchial origin. The 
author believes that the developmental disturbance 
occurred during intra-uterine life before the forma- 
tion of the bronchi. Makati (Z). 


Hunt, T. C.: Pulmonary Neoplasms. Lancet, 1929, 
ccxvi, 759. 


Hunt reviews twenty-six cases of carcinoma of the 
lung which came to autopsy. In twenty-one the tu- 
mor was of the “‘oat-celled” type; in three, it showed 
mixed polygonal and columnar cells; and in two, it 
showed squamous cells. The oat-celled type of tumor 
is considered to be a true bronchial mucosa tumor or 
a growth of the alveolar lung epithelium itself. 

In the twenty-six cases the ratio of men to women 
was 3:1. The average age was fifty years. The youngest 
patient was twenty-seven years old and the oldest 


seventy-nine years. The average duration of the 
condition from the first symptom to death was six 
months; the shortest, one and one-half months; and 
the longest, seventeen months. The growth involved 
the right lung in sixteen cases and the right upper 
lobe in nine cases. In many cases the condition had 
been preceded by bronchitis or influenza. The course 
of carcinoma of the lung is slow and gradual, the 
growth being well advanced when the patient com- 
plains of the first symptoms. 

There are no characteristic symptoms. In many 
of the cases reviewed there was pain in the chest due 
to an associated localized pleurisy. Pressure on the 
adjacent structures by the tumor produced various 
symptoms such as hoarseness, dysphagia, dyspnoea, 
stridor, and oedema of the upper extremity or the 
face. Hamoptysis occurred in twelve cases and in 
twelve there were signs of pleurisy with effusion. In 
five of the latter the fluid was hemorrhagic, and in one 
it was purulent. The diagnosis depended on the ex- 
clusion of tuberculosis and true mediastinal tumor 
and the X-ray findings. According to Kirklen, the 
three roentgen characteristics are density of the hi- 
lum, atelectasis, and bronchiectasis. 

Of the twenty-six cases, eighteen were correctly 
diagnosed before death. The treatment was only 
palliative. Deep X-ray therapy gave temporary re- 
lief but did not check the course of the disease. 

Manuet E. M.D. 


Myerson, M. C.: Benign Neoplasms of the Bronch- 
us: Report of a Case of Bronchoscopic Removal 
of a Fibrolipoma from the Left Main Bronchus. 
Arch. Otolaryngol., 1929, ix, 376. 


Benign neoplasms of the bronchi are benign only in 
the histological sense. The growth of the tumors 
causes obstruction of the air passages and decreases 
pulmonary function and vital capacity. 

Ten neoplasms have been removed from the 
bronchi by means of the bronchoscope. The first was 
an enchondroma removed from the left main 
bronchus by von Eicken in 1907, and the second, a 
fibrous polypoid tumor removed from the right main 
bronchus by means of a bronchoscope introduced 
through a tracheotomy opening by Speiss in 1910. 
In 1915, Jackson reported the removal of a fibroma 
from the lip of the bronchus of the left upper lobe, 
and in 1917 the removal of a pedunculated endo- 
thelioma which was obstructing the right main 
bronchus. In 1920, both Pfeiffer and Yankauer re- 
ported the removal of a fibroma from the left main 
bronchus. In 1924, Orton reported a carcinoma re- 
sembling a polyp which was removed from the right 
main bronchus. Jesberg, in 1926, reported the 
removal of a polyp from the left main bronchus of a 
six-year-old child in whom the presence of a foreign 
body was suspected. In the past year, the removal of 
fibromata was reported by Zinn, and by Burrell and 
Trail. In the case reported by Burrell and Trail, 
obstruction was revealed by roentgenography with 
40 per cent iodized oil and the fibroma was removed 
bronchoscopically by Negus. 
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Myerson reports the case of a man forty-seven 
years of age who gave a history of pain in the left side 
of the chest and attacks of dyspnoea and cough fol- 
lowed later by expectoration which had been present 
for eighteen months. During that time the patient 
had been hospitalized three times, but no broncho- 
scopic examination had been made. The attacks of 
dyspnoea were inspiratory and had increased in 
severity until they were practically continuous. 
The asthma was ascribed to myocardial insufficiency 
due to a diffuse bronchopulmonary fibrosis and 
pulmonary emphysema. Because of the patient’s 
sensitivity to dust he had been given a series of 
injections of dust suspensions, but these had failed to 
relieve him. He was thought also to have a neurosis. 

Bronchoscopy revealed a dilated bronchus in the 
left lower lobe with pus coming from the terminal 
branches on expiration. Roentgenography with 
iodized oil revealed many bronchiectatic cavities 
behind the heart. 

When the patient was seen again three months 
later the physical signs indicated stenosis of the left 
bronchus with atelectasis of the Jung and displace- 
ment of the trachea and heart to the left. On 
bronchoscopic examination, the left main bronchus 
was found filled by a large mass just above the origin 
of the upper lobe branch. Fluoroscopy and roent- 
genography with iodized oil showed complete ob- 
struction of the left side, and an oblique view of the 
chest revealed a bilobular tumor in the region of the 
left main bronchus. The posterior lobe was cystic 
and about one and one-half times the size of the 
anterior mass from which it seemed to have its 
origin. Rupture of the cyst allowed the left lung to 
become aerated, and the trachea and heart to return 
to their normal relative positions. ‘The mass was 
then seen to be sessile and attached to the roof of the 
main bronchus just above the upper lobe branch. 
Attempts to pass a wire snare around the tumor were 
unsuccessful, Removal of the mass was finally ac- 
complished three weeks later by the use of the 
Yankauer forceps. 

The mass proved to be a fibrolipoma measuring 23 
by 16 by 6 mm. 

Bronchoscopy three months later revealed dis- 
appearance of the dilatation caused by the neoplasm 
and marked improvement of the bronchiectasis of 
the left lower lobe. 

A total of twenty-six neoplasms of the bronchus 
have been found—the eleven which were removed 
bronchoscopically and fifteen which were found at 
autopsy. The endothelioma reported by Jackson and 
the carcinoma reported by Orton were not suspected 
of malignancy as they had the gross characteristics of 
benign tumors. There has been no recurrence in 
either case. Myerson presents tables showing the 
distribution and variety of the twenty-six neoplasms. 

The neoplasms cause a secondary bronchiectasis in 
the structures toward the periphery. This was noted 
by Bierner in 1860, who showed that during expira- 
tion there is increased intrabronchial pressure ag- 
gravated by the cough which is increased by the 
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bronchiectasis. There is loss of elasticity of the 
bronchial wall with resultant thinning and weaken- 
ing of the wall. E. S. Pratt, M.D. 


Nissen, R.: Endopleural Diseases After Trauma of 
the Chest Wall (Endopleurale Erkrankungen 
nach Trauma des Brustkorbes). Deutsche Ztschr. f. 
Chir., 1928, ccxii, 186. 


First to be mentioned of the endopleural condi- 
tions following trauma are the varying pains caused 
by pleural adhesions, either localized bands or adhe- 
sions completely obliterating the pleural cavity. 
When the adhesions are in the region of the peri- 
cardium they may cause attacks similar to those of 
angina pectoris. The fracture of a single rib is 
rarely associated with injury of the pleura, but in 
extensive fractures of the ribs, such as are frequent 
in severe compression injuries of the chest, healing 
occurs with deformity, the clinical results of which 
vary according to the site of the fracture and the 
extent of the depression. 

The author describes the sequela of empyema, 
residual empyema cavities, chylous effusions, biliary 
effusions, etc., the development of pulmonary 
hernia, injuries of the diaphragm, posttraumatic 
diseases of the lungs, and penetrating wounds. He 
discusses also the relationship between tuberculosis 
and injuries of the lungs, a relationship which is 
possible theoretically but not common, and reviews 
briefly the development of bronchial fistula after 
destruction of the lung tissue by various causes, 
their symptoms, and their surgical treatment. 

In conclusion he discusses injuries of the heart and 
pericardium which, particularly in the weak wall of 
the ventricle, are manifested by nervous reflex dis- 
turbances of cardiac function. Marwepet (Z). 


HEART AND PERICARDIUM 
Bates, W.: A Stab Wound of the Left Ventricle. 


Ann. Surg., 1929, Ixxxix, 625. 


The patient whose case is reported, a man twenty- 
eight years of age, was admitted to the hospital with 
a stab wound 1% in. long at the left lateral border of 
the sternum. 

Examination of the wound demonstrated that the 
knife had passed through the costochondral juncture 
of the third and fourth ribs. Enlargement of the 
pericardial wound revealed in the wall of the left 
ventricle an opening from which there was consider- 
able bleeding. This opening was closed with chromic 
catgut sutures and the pericardium irrigated with 
normal salt solution. While the pericardium was 
heing sutured the heart beat stopped, but was 
re-established by finger irritation and the intrave- 
nous injection of a 1:1,000 solution of adrenalin in 
normal salt solution. A drain down to the pericar- 
dium was left in place and the wound closed. 

Convalescence was satisfactory. Immediately 
after the operation the leucocyte count was 10,200 
per cubic millimeter and just prior to the patient’s 
discharge 10,400. The Wassermann reaction was 
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strongly positive. Cardiac dullness was increased to 
the left. Five days after the operation the electro- 
cardiogram demonstrated acute coronary occlusion. 
This was overcome but recurred in a mild form two 
weeks later. When the patient was discharged one 
month after the injury the wound was healed, there 
was no evidence of coronary occlusion, and he was 
able to do some work. Energetic anti-syphilis treat- 
ment was given. J. Pickett, M.D. 


MISCELLANEOUS 


Bettman, R. B.: The Treatment of Injuries of the 
Chest. Am. J. Surg., 1929, vi, 449. 


The author describes the treatment of chest in- 
juries and illustrates several phases by diagrams. He 
emphasizes that all sucking wounds of the chest 
should be immediately closed. In a case of closed 
pneumothorax with severe dyspnoea, air may be as- 
pirated from the pleural space. In the presence of 
marked dyspnoea following a chest injury the intra- 
pleural pressure should be determined by means of a 
manometer. If a positive-pressure pneumothorax 
exists, provision should be made for the escape of the 
pleural air. 

Hemorrhage from the intercostal arteries is best 
controlled by encircling the entire rib with a heavy 
suture. Large lacerations of the lungs should be re- 
paired. 

As the thoracic cavity is as easily explored as the 
abdominal cavity, exploration should be done when 
indicated. J. Frank Doucury, M.D. 


Mgller, P. F.: Congenital Thoracic Cysts and Lung 
Deformities in the Roentgen Picture. Acta 
radiol., 1928, ix, 460. 

The author reports a case of congenital medi- 
astinal cyst diagnosed by roentgen examination and 
cured by operation. Following a discussion of con- 
genital cystic formations in the lung he reports five 
cases of congenital bronchiectatic cystic formations 
which were also diagnosed with the X-ray. One of 
these formations probably developed from an 
accessory lung. The roentgen picture may be mis- 
taken for that of cavernous tuberculosis. The most 
notable roentgenological feature is the peculiar dis- 
position of the cavities in relation to one another 
in an irregular arrangement, each sharply delimited 
and separated from the others by a fine network of 
consolidations without any intervening infiltrations 
or pulmonary tissue. 


Young, R. A.: A Medical Review of the Surgery of 
the Chest. Lancet, 1929, ccxvi, 593, 697, 895. 


Roentgenological examination of the chest is of 
great value and has been greatly facilitated by the 
use of lipiodol. Thoracoplasty is never justified 
without X-ray examination. Other important pro- 
cedures in the diagnosis of chest conditions are 
bronchoscopy, thoracoscopy, and laboratory tests. 

The surgery of the chest has been advanced by 
the development of anesthetic apparatus capable of 


controlling the degree of inflation and deflation of 
the lungs, by the use of local anaesthesia, and by 
improvements in technique which lessen shock and 
exposure. 

Surgery of the chest is of value to place an in- 
volved part at rest, to evacuate abnormal exudates, 
to remove foreign bodies, new growths, and diseased 
or damaged lung tissue, to collapse cavities, and to 
effect decompression when there is a disturbance of 
intrathoracic relations. 

In pulmonary tuberculosis, collapse therapy is 
indicated when the disease is confined to one side 
and is slowly progressive or chronic. Artificial 
pneumothorax is indicated as a deliberate treatment 
in cases of repeated hamorrhage and as an emer- 
gency measure in severe hemoptysis. Thoraco- 
plasty should be considered only when artificial 
pneumothorax has failed to stop the haemorrhage 
and when artificial pneumothorax and avulsion of 
the phrenic nerve have failed to control the progress 
of the disease. Collapse treatment may be contra- 
indicated in pulmonary tuberculosis by the charac- 
ter and extent of the disease, the patient’s general 
condition or temperament, or complications. 

Paravertebral thoracoplasty is now the standard 
surgical method of inducing pulmonary collapse. 
When it is performed by experts its mortality is 
between 5 and ro per cent. 

Collapse therapy is aided by the stretching and 
cutting of adhesions, extrapleural pieumolysis, 
avulsion of the phrenic nerve and obliterative 
pneumothorax. 

In lung abscess it is important to determine the 
cause of the condition as this may influence the 
treatment. Drainage of an acute lung abscess is 
to be avoided until localization and encapsulation 
have occurred. Surgical drainage of subacute and 
chronic lung abscesses often yields striking results. 

Tumors of the lung are usually malignant and are 
rarely amenable to surgical treatment except when 
the primary growth originated in the parenchyma 
at a distance from the hilum, in which case lobec- 
tomy may be practicable. 

In bronchial conditions surgery is indicated for 
the removal of foreign bodies and new growths, the 
closure of fistula and the treatment of bronchiecta- 
sis. Foreign bodies and new growths may be re- 
moved with the bronchoscope. 

The chief surgical operations suggested for 
bronchiectasis are: (1) drainage by pneumotomy, 
which is suitable only when there is a single large 
cavity, (2) ligation of a branch of the pulmonary 
artery to the affected lobe (practically obsolete), 
(3) avulsion of the phrenic nerve, (4) thoracoplasty, 
(5) surgical lobectomy, and (6) cautery lobectomy. 
The mortality of surgical lobectomy is about 50 
per cent and that of cautery lobectomy 20 per cent. 

In empyema, the etiology is a factor of impor- 
tance determining the time and type of operation. 
The methods used in acute empyema are aspira- 
tion, drainage by closed methods by thoracotomy 
with or without rib resection, and drainage by open 
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methods. Aids in the treatment of this disease are 
irrigation of the pleural cavity by various antiseptic 
solutions after thoracotomy and measures to pro- 
mote expansion of the collapsed areas of the diseased 
lung. Chronic empyema presents one of the most 
difficult problems in lung surgery. X-ray examina- 
tion is essential in the diagnosis and treatment. 
The various operations devised for this condition 
are thoracoplastic procedures to collapse the chest 
wall to meet the Jung, discission, and chemical 
decortication. All have a high mortality. 

Pus developing in the pleural cavity is a serious 
complication of pulmonary and pleural tuberculo- 
sis. Such cases should never be treated by open 
drainage. The introduction of oil into the pleural 
cavity has been done with some success in cases of 
tuberculous effusion. 
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Hemothorax, when not the result of injury, is 
usually a serious and rapidly fatal condition. In 
the small uninfected haemothorax, absorption 
usually occurs, but when the effusion is large, 
aspiration should be done early. In acute infected 
haemothorax immediate drainage is indicated. 

Benign tumors of the pleura may frequently be 
removed surgically, but malignant tumors are 
— diagnosed early enough to be treated surgi- 
cally. 

In mediastinal conditions, surgery is still re- 
stricted. In acute localized mediastinal abscess, 
drainage may be done if the abscess is accessible. 
Mediastinal tumors which are benign can be re- 
moved surgically as a rule. Malignant tumors are 
practically never treated successfully by operation. 

J. Frank Doucurty, M. D. 
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ABDOMINAL WALL AND PERITONEUM 


Aisenstein, I.: Hernia in the Linea Semilunaris 
Spigelii.. (Zur Frage der Hernien der Linea semil- 
unaris spigelii). Vrac. delo, 1928, ii, 116. 

Hernia in the linea semilunaris Spigelii is favored 
by the penetration of the line by blood vessels and 
nerves, but for the development of a hernia in this 
region some precipitating factor is necessary. The 
active causes are increased intra-abdominal pressure 
such as occurs during pregnancy, sudden reduction of 
the intra-abdominal pressure, and marked develop- 
ment of the subcutaneous fatty tissue with subse- 
quent emaciation. According to Lavrentjev, the 
point of greatest pressure in the male is in the in- 
guina] region and the point of greatest pressure in 
the female is in the femoral region. A change in the 


point of greatest pressure such as results from the 


carrying of a heavy load may favor hernia. 

Hernia of the linea semilunaris Spigelii is rare, 
there being only twenty-three cases reported in the 
literature. Three of the cases were reported in the 
Russian literature. The author reports the case of a 
fifty-seven-year-old man who complained of pain in 
the right half of the abdomen associated with nausea 
and vomiting and was admitted to the hospital with 
a diagnosis of appendicitis. On the right side of the 
abdomen, two masses each as large as a walnut were 
found in the linea semilunaris Spigelii. These could 
be reduced, but re-appeared when the patient 
coughed. The patient had lost considerable weight 
from starvation and being obliged to carry heavy 
loads. A diagnosis of double interstitial hernia of the 
linea semilunaris of Spigelii on the right side was 
made and confirmed at operation. The appendix was 
normal. 

The author suggests that the possibility of hernia 
of the linea semilunaris Spigelii be considered in the 
diagnosis of appendicitis. 

SKIJANSKAJA-WASSILJEWSKAJA (Z). 


Herrmann, S. F.: Experimental Peritonitis and 
Peritoneal Immunity. Arch. Surg., 1929, xviii, 
2202. 


The author’s original purpose was to study the 
causes of death in peritonitis. It soon became 
apparent, however, that an understanding must first 
be gained of the factors by which experimental 
peritonitis may be produced. This study then led to 
a consideration of the defensive reactions which are 
associated with recovery after bacterial or facal 
soiling of the peritoneum. The experiments per- 
formed led to the following conclusions: 

Peritonitis induced by the reaction of the peri- 
toneum to bacterial infection is a defensive process. 
Its development depends on the presence of immu- 


nity. The immunity is probably locally increased 
resistance of the peritoneum rather than a general 
humoral immunity. Such immunity can be built 
up by intraperitoneal vaccinations. Relatively low 
peritoneal immunity leads to peritonitis, while 
relatively high peritoneal immunity leads to recov- 
ery without peritonitis. 

Streptococci and colon bacilli represent the most 
significant pathogenic element in faces. Intraperi- 
toneal injections of a vaccine of colon bacilli alone 
afford a slight degree of protection against subse- 
quent fecal soiling. Intraperitoneal injections of 
combined vaccine of streptococci and colon bacilli 
are strikingly effective. This protective effect is 
probably due to the development of specific local 
peritoneal immunity. 


Fiddes, J.,. and McLean, J. A.: Carcinomatosis of 
the Peritoneum. Med. J. Australia, 1929, i, 455. 


The authors report four cases of carcinomatosis of 
the peritoneum. The source of the condition was in 
the ovary in two cases and in the stomach and gall 
bladder in one case each. 

The resemblance of peritoneal carcinoma to so- 
called primary endothelioma of the peritoneum is 
discussed. In the authors’ opinion the term “ meso- 
thelium” rather than “endothelium” should be used 
for the lining membrane of the peritoneum, pleura, 
and cerebrospinal spaces as the cells of this mem- 
brane differ in their origin and function from the 
endothelial cells of the vascular and lymphatic 
systems. 

The authors believe that primary carcinoma of the 
peritoneum is very rare, and that the great majority 
of cases reported as such have a primary focus else- 
where. Jacos M. Mora, M.D. 


Czirer, L.: Cases of Torsion of the Omentum 
(Faelle von Omentumtorsion). Orvosi hetil., 1928, ii, 
1184. 

The author reports three cases of torsion of the 
omentum occurring in men forty-three, fifty-one, and 
thirty years of age. The patients came under obser- 
vation within a period of three months, the first two 
with a diagnosis of appendicitis and the third with a 
correct diagnosis. ‘The painful point was medial to 
and below McBurney’s point in the region of the in- 
ternal abdominal ring. In all three cases there was an 
inguinal hernia on the right side. In the first and 
third cases the lower edge of the omentum was fixed 
to the hernial sac. In the second case there was tor- 
sion of the free omentum; the lower half of the omen- 
tum was swollen to a tumor-like size and the upper 
half had been thinned down to form a pedicle. In the 
second case a part of the omentum had become in- 
carcerated in an opening in the mesentery. In all 
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three cases a cure resulted after resection of the 
twisted and dead or dying portion of the omentum. 

The author believes that the basic cause of omen- 
tal torsion is a tumor-like change due to epiploitis or 
irregular fat deposits in the omentum. The upper 
part of the omentum becomes drawn out into a long 
pedicle either by physiological rarefaction or as the 
result of twisting in a hernia. 

Torsion is favored by adhesions and incarceration 
and is precipitated by externa] or internal forces act- 
ing upon the pedunculated tumor, such as move- 
ments of the body, pressure in the reposition of a 
hernia, the emptying or filling of the bowel, and 
strong peristalsis. Makat (Z). 


Volimar, H.: Jackson’s Membrane (Ueber die 
Jacksonsche Membran). Arch. f. klin. Chir., 1928, 
cliii, 9. 

Vollmar discusses membrane-like thickenings of 
the peritoneal coverings on the ascending colon, 
sometimes extending to the caecum and appendix and 
occasionally involving the parietal peritoneum as far 
as the under-surface of the liver and the transverse 
colon. Such thickenings cause chiefly chronic 
disturbances in the lower part of the abdomen on the 
right side. 

They may be of inflammatory or congenital origin. 
Those of inflammatory origin have a poor blood 
supply and are irregular in structure, whereas those 
of congenital origin have a shiny peritoneal surface 
and are richly supplied with blood vessels, uniform in 
structure, and easily movable over the bowel. In 
general, these membranes do not cause severe symp- 
toms, but occasionally they may be responsible for 
obstipation. Operation is indicated only when there 
is marked kinking of the intestine with obstruction. 

Scumipt (Z). 


GASTRO-INTESTINAL TRACT 


Alvarez, W. C.: Ways in Which Emotion Can Affect 
the Digestive Tract. J. Am. M. Ass., 1929, xcii, 
1231. 


Alvarez reports cases in which there were signs of a 
psychic increase in intestinal tone and activity. 
Much experimental evidence has been gathered to 
show that emotions can stimulate or inhibit not only 
peristalsis but also the flow of the salivary, pan- 
creatic, and gastric juices. Normally, the sight, 
smell, and thought of food prepare the digestive 
tract for the work it has to do. Mental and physical 
fatigue can interfere with this process. 

The author describes a syndrome in which most of 
the sphincters of the body are hypersensitive and 
hypertonic, 

It is suggested that patients be warned more fre- 
quently against eating when they are absent-minded, 
mentally disturbed, or greatly fatigued. Not infre- 
quently some article of food is blamed for an attack 
of indigestion when the trouble was due to a large 
meal taken when the stomach was not ready to 
receive it. 
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It is suggested that after operations, when a return 
of peristalsis and intestinal tone is desired, it would 
be logical to give the patient a tasty morsel of food, | 
preferably meat. 


Brisset: Intravenous Injections of Hypertonic 
Sodium-Chloride Solution in a Case of Acute 
Dilatation of the Stomach (Injection intra- 
veineuses hypertoniques de chlorure de sodium dans 
un cas de dilatation aigué de l’estomac). Bull. et 
mém. Soc. nat. de chir., 1929, lv, 5. 


The author reports the case of a woman who, on 
the fourth day after a vaginal hysterectomy, had 
biliary vomiting without stoppage of gas. On the 
next day gas was passed and there was no vomiting. 
On the third day there was biliary vomiting and no 
passage of gas. On the fourth day the patient 
presented the typical picture of acute dilatation of 
the stomach. Intravenous injections of 10 c. cm. of 
a 10 per cent sodium chloride solution were followed 
by immediate and marked improvement. After 
another injection gas was passed. About five hours 
after each injection there was vulvoperineal herpes. 

Pace. 


Judd, E. S., Vinson, P. P., and Greenlee, D. P.: 
Retrograde Dilatation of the (sophagus for 
Cardiospasm. Surg., Gynec. & Obst., 1929, xIviii, 
494. 


Manual dilatation of the cardia through the 
stomach has proved successful, but with present-day 
methods of treatment is seldom necessary. 

In the authors’ experience, failure to dilate the 
cesophagus from above has been due to marked an- 
gulation of the lower portion of the organ. However, 
cases of marked angulation have been readily treated 
with the hydrostatic dilator, the symptoms being 
relieved without any attempt at dilatation from be- 
low. 

The silk thread is just as valuable a guide to 
manual dilatation from below as it is to dilatation 
from above by means of the hydrostatic dilator. 

In one case in which there was a recurrence of 
symptoms following manual dilatation from below. 
the contour of the oesophagus had been altered 
sufficiently to permit hydrostatic dilatation from 
above. 


Steen, R. E.: Congenital Pyloric Stenosis. Jrish J. 
M. Sc., 1929, 6s. 163. 


This article is based on twenty cases of congenital 
pyloric stenosis. 

The cause of the condition is not known. The 
theory attributing the stenosis to primary hyper- 
trophy of the pyloric muscle, advanced by Hirsch- 
sprung, is perhaps not as logical as the theory 
attributing it to incoérdination between the pyloric 
sphincter and the muscle of the pylorus, advanced by 
Cameron. The pathological change consists essen- 
tially of a marked overgrowth of the smooth muscle 
of the pylorus with frequently some secondary 
gastritis. 
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Two symptoms of outstanding importance when 
associated are constipation and vomiting. These 
_ symptoms were present in eighteen of the author’s 
cases. In Steen’s experience only four patients ex- 
hibited these symptoms in the absence of pyloric 
stenosis. The vomiting is generally of the projectile 
type. As the stomach dilates and the infant becomes 
weaker it diminishes in frequency and intensity. 

The most important physical signs of pyloric 
stenosis are visible gastric peristalsis and a palpable 
tumor mass. Marked peristalsis of the “dumb-bell 
variety” seen to move across the epigastrium is very 
suggestive of the condition. The author believes that 
the diagnosis of pyloric stenosis should not be made 
unless a definite tumor is palpated. He outlines his 
procedure to elicit this sign. He has been able to 
identify the hypertrophied pylorus in all of his cases 
before operation. 

The Rammstedt operation has given the best re- 
sults. In only one case has the author used medica] 
treatment. ‘The patient should be carefully prepared 
for operation by supportive measures. Feeding may 
be instituted four hours after the operation. Infec- 
tive diarrhora is a serious postoperative complication 
and is not very unusual, especially in hospital ward 
patients. One of the author’s patients died of this 
complication and another died before operation 
while being treated medically. Eart Garsipe, M.D. 


Roepke, E.: A Contribution on the Clinical As- 
pects of Tuberculosis of the Duodenum and 
Stomach (Beitrag zur Klinik der Tuberkulose des 
Zwoelflingerdarmes und des Magens). Beitr. z. klin. 
Chir., 1928, cxliv, 453. ; 

The author reviews the five clinical cases of tuber- 
culosis of the duodenum which have been reported in 
the literature to date and reports a case of his own. 
His patient was a woman twenty-five years of age 
who had suffered since childhood from gastric dis- 
turbances. During the past two years the disturb- 
ances had been accompanied by stabbing pain in the 
right epigastrium, vomiting, and a sensation of pres- 
sure, and had been becoming more severe. 

At operation, the stomach was found to be dilated. 
On the anterior surface of the duodenum, about 1 cm. 
from the pylorus, there was a stellately puckered 
stenotic area with palpable thickening. The sur- 
rounding mucosa was a fiery red. In the lesser omen- 
tum there were numerous enlarged glands. Extensive 
resection was done. The wound was treated accord- 
ing to the Reichel-Polya method. Recovery resulted. 

The specimen showed a stenotic narrowing and an 
ulcer the size of a pea with rigid infiltrated walls. Mi- 
croscopic examination disclosed tuberculosis with pu- 
rulent necrotic breaking down of the submucosa and 
muscularis through to the serosa. On the edge of the 
ulcer there were several nodules with epithelioid and 
giant cells. 

As each of the reported cases presented a different 
picture, there is nothing on which to base the clinical 
diagnosis. ‘Tuberculosis of the duodenum may per- 
haps be suspected from frequent attacks of diarrhoea 


alternating with periods of constipation, stabbing 
pains in the epigastrium, and rapidly progressive 
stenosis, especially when this syndrome occurs in a 
young person, but because of the rarity of the condi- 
tion the diagnosis will usually be a mere guess. 

In the absence of other active foci, the treatment is 
surgical. 

Gastric tuberculosis comes to operation much more 
frequently. The author reports a case of tuberculoma 
of the pyloric causing stenosis in which resection was 
done. In this case there was no ulceration of the 
mucosa. DrvEGG (Z). 


Deaver, J. B.: Perforated Peptic Ulcer. Ann. Surg., 
1929, Ixxxix, 529. 

As perforation occurs in 20 per cent of gastric 
ulcers, the danger of such a complication should al- 
ways be borne in mind. 

Perforation must sometimes be differentiated from 
acute pancreatitis. In acute pancreatitis, vomiting is 
more frequent and, as pointed out by Halsted, there 
are areas of cyanosis in other parts of the body. 
Rigidity is less marked and confined usually to the 
upper portion of the abdomen. 

Deaver does not excise the gastric ulcer but sutures 
the opening without freshening the edges. In early 
cases he performs a gastro-enterostomy unless peri- 
tonitis is present. The presence of peritonitis is 
determined from smears at the time the abdomen is 
opened. Deaver performs a gastro-enterostomy also 
in cases of duodenal ulcer near the pylorus. In cases 
of duodenal ulcer distant from the pylorus he re- 
moves a large part of the anterior half of the pyloric 
sphincter and closes the perforation. Perforations in 
the posterior wall of the stomach may be reached by 
incision of the gastrocolic omentum. Routes of ap- 
proach to the posterior wall of the stomach and duo- 
denum are shown in three illustrations. 

J. Pickett, M.D. 


Ivy, A. C.: The Etiology of Gastric and Duodenal 
Ulcer. Nebraska State M. J., 1929, Xiv, 137. 


Current theories ascribe gastric and duodenal ulcer 
to the corrosive action of hydrochloric acid-pepsin on 
areas of mucous membrane with lowered resistance; 
specific microérganisms; neurotrophic disturbances; 
a nutritional factor; and allergy. None of these the- 
ories has been proved definitely. 

Acute ulcers may be produced experimentally in 
animals in a variety of ways. All such ulcers heal 
rapidly. Chronicity of an ulcer is favored undoubt- 
edly in some cases by a poor nutritonal state and irri- 
tation from coarse and improper foods. Chronic ul- 
cers can be produced with the X-ray. The healing of 
a gastric ulcer is delayed by partial pyloric stenosis. 

It would seem that the corrosive action of the gas- 
tric juice is an important and simple factor prevent- 
ing the healing of acute ulcers, but evidence does not 
bear out this assumption. 

Ivy has known duodenal ulcers to follow the liga- 
tion of the pancreatic and common bile ducts. Such 
ulcers are of the ‘“‘kissing” type. Achlorhydria does 
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not prevent the development of jejunal ulcers in man 
after gastro-enterostomy. Surgeons should exercise 
great care in the use of clamps, instruments, etc. 
when handling the intestines or performing anasto- 
moses. The findings of the author’s study indicate 
that the lack of neutralization of the acid chyme is 
not the chief factor in the genesis of gastrojejunal 
ulcer. In the determination of the chronicity of an 
ulcer both the mechanical factor and the nutritional 
factor are of importance. Joun W. Nuzum, M.D. 


Schwarz, E.: The Results of the Operative Treat- 
ment of Chronic Gastric and Duodenal Ulcer. 
Results After Gastro-Enterostomy and Gastric 
Resection, Particularly by the Method of Rei- 
chel. PartI. Gastro-Enterostomy. (Ergebnisse 
der operativen Therapie des chronischen Magen- und 
Duodenalgeschwuers. Resultate nach Gastroen- 
terostomie und Magenresektion, insbesondere der 
Methode nach Reichel. I. Tl. Die Gastroenteros- 
tomie). Arch. f. klin. Chir., 1928, cli, 280. 


Schwarz reviews the results of 273 gastro-enteros- 
tomies for gastroduodenal ulcer—208 of the anterior 
type and 65 of the posterior type. In all of the cases 
the operation was performed more than four years 
ago. 

In the cases treated by anterior gastro-enterostomy 
the total mortality was 19.8 per cent and the mortal- 
ity after subtraction of the deaths from pulmonary 
complications 11.1 per cent. Eight deaths were due 
to vicious circle and 4 to hemorrhage. 

The total mortality of posterior gastro-enteros- 
tomy was 10.7 per cent. Five of the deaths were due 
to pulmonary complications, 1 was due to embolism, 
and 1 was due to heart failure. 

The late results were unsatisfactory. Only about 
half of the patients were cured. It was found that 
freedom from symptoms for more than a year by no 
means indicated that the ulcer disease was cured. In 
an entire series of cases recorded as cured ulcer symp- 
toms recurred shortly after the examination. The 
longer the interval after the operation the lower were 
the figures as regards cure. 

Gastro-enterostomy gives especially poor results in 
cases of ulcer distant from the pylorus and cases of 
duodenal ulcer. In 35.8 per cent of such cases the le- 
sion remained unhealed. In some of them the gastro- 
enterostomy not only failed to cause improvement 
but actually made the condition worse. 

Gastro-enterostomy does not protect against gas- 
tric hemorrhage or perforation. 

Thirteen patients died later of carcinoma of the 
stomach, and in 2 others carcinoma developed at the 
site of the anastomosis. In 8.9 per cent of the cases 
an ulcer developed at the anastomosis. 

Jejunal ulcer never healed under conservative 
treatment. For this lesion, radical operation is neces- 
sary. 

That gastro-enterostomy does not function as “‘in- 
ternal pharmacy” is indicated by the fact that in 
only a small number of the cases was the gastric acid- 
ity considerably lowered after the operation; in 


others it remained unchanged, and in still others it 
was higher after the operation than before. 

On the basis of these experiences, the Rostock 
Clinic now treats all cases of gastroduodenal ulcer by 
resection. In the last four years not one gastro-en- 
terostomy has been performed for this condition. 
Gastro-enterostomy comes into consideration only 
for cases of pyloric cicatrization and non-resectable 
ulcer. In cases of florid ulcerous processes, gastritis, 
and perigastritis it is forbidden. | Konyjrrzny (Z). 


Horwitz, A., Alvarez, W. C., and Ascanio, H.: The 
Normal Thickness of the Pyloric Muscle and 
the Influence on It of Ulcer, Gastro-Entero- 
stomy, and Carcinoma. Ann. Surg., 1929, 1xxxix, 
521. 


In forty-seven adults without gastroduodenal dis- 
ease the pyloric muscle varied in thickness from 3.8 
to 8.5 mm. and averaged 5.8 + 0.1 mm. The meas- 
urements varied with the weight, height, and age of 
the subject and with the type of fixation (embalming 
fluid or Kaiserling solution). 

In the absence of obstruction, duodenal ulcer 
seems ordinarily to have little influence on the thick- 
ness of the pyloric muscle. Occasionally it appears 
to produce atrophy. When obstruction is present, 
hypertrophy sometimes results. Gastric ulcer gener- 
ally causes hypertrophy. 

Gastro-enterostomy tends to produce atrophy of 
the pyloric muscle. Carcinoma in the pars pylorica 
ordinarily has little effect, but occasionally it is as- 
sociated with hypertrophy of the muscle. 

These observations lend support to the theory 
that the prompt relief of pain after gastro-enteros- 
tomy is due at least in part to the immediate removal 
of strain and overwork from the muscle in the 
pyloric region. 


Konjetzny: The Prognosis of Carcinoma of the 
Stomach on the Basis of the Histological Pic- 
ture (Histologische Prognostik des Magencarci- 
noms). Zentralbl. f. Chir., 1928, p. 2853. 


To determine the relation of the histological pic- 
ture of cancer of the stomach to the prognosis, the 
end-results of gastric resection for carcinoma have 
been studied to determine whether certain histologi- 
cal forms of gastric carcinoma have a better or more 
unfavorable prognosis than others and whether this 
or that histological form recurs in a shorter or longer 
period of time. A decisive result has not been ob- 
tained as there is no one nomenclature for all of the 
varied histological forms of gastric cancer and mixed 
forms occur, the diagnosis of which differs widely ac- 
cording to whether only a single smal] fragment of 
tissue or the whole tumor is studied histologically. 

In general, adenocarcinoma is thought to be rela- 
tively benign whereas the colloid cancer is thought to 
be very malignant. However, Habs has collected the 
twenty-two cases of colloid carcinoma with survival 
for longer than five years. It may be stated in gen- 
eral that there is little prospect of being able to deter- 
mine with certainty the greater or lesser malignancy 
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of a given gastric carcinoma from the histological 
picture alone. The macroscopic behavior of the tu- 
mor is a surer criterion. 

With von Mikulicz, the author differentiates the 
broad-based, sharply delimited forms from those 
tending to infiltrate the stomach wall and forms in- 
termediate between these two extremes. Mush- 
roomed and other fungating types occur as a rule on 
the greater curvature and the anterior and posterior 
walls of the stomach, while infiltrating tumors are 
found most frequently near the pylorus or on the 
lesser curvature. Konjetzny ascribes these modes of 
growth to the special distribution, the variation in 
the number, and the different functions of the lymph 
vessels in the walls of the stomach. 

According to Anschuetz, the prognosis for cure is 
best in cases of fungating carcinoma of the greater 
curvature. Carcinoma fibrosum occupies a special 
position as a form of scirrhous carcinoma. The stro- 
ma reaction in malignant tumors is the morpholog- 
ical expression of complicated biological processes 
which are to be considered as defense reaction. 

Wanke (Z). 


Anschuetz: The Outlook as Regards Palliative 
Resection of Gastric Carcinoma (Aussichten 
der palliativen Resektion des Magencarcinoma). 
Zentralbl. f. Chir., 1928, p. 2827. 


The author discusses the results of palliative 
resection in advanced and unfavorable cases of 
gastric cancer. He divides the cases into the follow- 
ing three groups: Group 1, cases of movable 
carcinoma which is easily resected with the glands; 
Group 2, cases of carcinoma adherent to neighboring 
tissues; and Group 3, cases of carcinoma with 
metastases in the peritoneum or liver or residues of 
the tumor left behind at operation. 

The frequency with which resection has been 
done in his cases has increased from 12 per cent in 
the period from 1901 to 1907 to 30 per cent in the 
period from 1918 to 1927. The mortality is 30 per 
cent. 

In carcinoma of the pylorus, resection is done 
when possible instead of gastro-enterostomy as the 
mortality of the former is no greater than that of 
the latter (31 per cent) and the patient is more 
comfortable and lives longer after resection than 
after gastro-enterostomy. After gastro-enterostomy, 
only 1 per cent of the patients survive one year 
whereas after resection 29 per cent survive two 
years or longer. 

During the first year, the results in Group 1 were 
much better than those in the other groups, but in 
the third year the results in all three groups were 
similar. In the fifth year, 19 per cent of the patients 
in Group 1, 16 per cent of those in Group 2, and 13 
per cent of those in Group 3 were still living. In the 
tenth year, 11 per cent of those of Group 1, 16 per 
cent of those in Group 2, and 12 per cent of those in 
Group 3 were still alive. In Group 3 no patient 
survived longer than eleven years, but in Group 1, 
one patient lived for seventeen and one-half years. 


The best end-results were obtained in the cases 
of adherent carcinoma. The majority of such 
carcinomata involved the corpus. Therefore in 
cases of very adherent carcinoma a radical opera- 
tion should be performed. 

The poorest results were obtained in the cases of 
apparently favorable small carcinoma at the 
pylorus. VorSCHUETZ (Z). 


Miller, R. H.: Surgical Procedures on the Stomach 
and Duodenum,, Indications and Results. New 
England J. Med., 1929, cc, 575. 

Clute, H. M.: The Selection and Management of 
Patients for Gastric Surgery. New England J. 
Med., 1929, cc, 580. 


MILLER states that the factor which must be 
given most consideration in peptic ulcer is a dis- 
turbance of balance between the acid gastric secre- 
tion and the alkaline duodenal contents. In the 
treatment of such ulcers proper alkalinization of the 
stomach contents is essential. In every case a course 
of medical treatment should be given. Surgery is 
indicated in cases not responding to medical treat- 
ment. 

For simple duodenal ulcer, gastro-enterostomy is 
the best operation, yielding good results in from 85 to 
go per cent of cases. It should be performed only 
in the presence of a demonstrable lesion. 

For gastric ulcer, Miller advises excision. The 
type and extent of the operation must be governed 
by the requirements of the particular case. 

Miller gives the incidence of jejunal or gastro- 
jejunal ulcer, the most common sequela of gastric 
operations, as 2 per cent. This lesion is due to im- 
proper alkalinization of the acid gastric contents. 
The only treatment for jejunal ulcer is operation. 
If the original ulcer has healed, the gastro-enteros- 
tomy may be undone. If the original ulcer has not 
healed, radical resection with closure by the Polya 
method will be necessary. 

CLUTE reports that 70 per cent of his cases of 
uncomplicated gastric and duodenal ulcers are re- 
lieved by medical management alone. He therefore 
believes that medical management should be given 
in every case before surgery is advised. 

Surgery is definitely indicated in cases with re- 
peated massive hemorrhage, cases with acute per- 
foration, cases with chronic obstruction, cases in 
which carcinoma is suspected, and cases in which 
medical management has failed to give results. 

Clute is very conservative as regards operation in 
cases with hemorrhage, resorting to surgery only 
in those in which medical measures have failed. 

In cases of perforation, Clute limits surgical in- 
tervention to the least extensive procedure that will 
relieve the acute crisis and save the patient’s life. 
He believes that the procedure of choice is simple 
closure of the ulcer. If closure tends to produce 
duodenal obstruction he adds gastro-enterostomy. 

In discussing the treatment of obstruction, Clute 
reviews the various possible causes and the different 
sites at which obstruction may occur. He states 
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that in his experience, short-circuiting operations 
have been of the greatest benefit in cases with 
definite organic obstruction in the stomach or 
duodenum. 

In the treatment of malignancy, Clute is more 
radical. However, he does not believe that every 
gastric ulcer should be resected simply because of the 
possibility of later malignant degeneration. In all 
cases in which malignancy is suspected he gives 
medical treatment for at least ten days to confirm 
the diagnosis. If at the end of that time blood is 
still found in the stools, the X-ray defect shows in- 
adequate improvement, or the distress persists, he 
performs a radical operation. 

Herman O. McPureeters, M.D. 


Burgess, A. H.: Acute Intestinal Obstruction. 
Lancet, 1929, ccxvi, 857. 

The present century has shown great improvement 
in the surgical treatment of abdominal crises, but the 
mortality of acute intestinal obstruction still remains 
high. Souttar has collected the statistics on acute in- 
testinal obstruction for the five years from 1920 to 
1924 of seven large hospitals including Guy’s, St. 
Thomas’s and St. Bartholomew’s in London. When 
all cases of intestinal obstruction due to strangulated 
hernia and intussusception are excluded, there were 
1,042 cases with 395 deaths, a mortality of 37.9 per 
cent. The high mortality is due to delay of surgical 
treatment. The early diagnosis of acute intestinal 
obstruction has not kept pace with the improvements 
in diagnosis in other surgical conditions. The early 
symptoms have been too little emphasized while the 
late signs and symptoms have been overemphasized. 

Primary acute obstruction always leads to dilata- 
tion with thinning of the bowel wall and is not asso- 
ciated with visible peristalsis. Even when peristalsis 
is not visible it may be palpated if the hand is kept 
flat on the abdomen. Feces may be arrested for days 
or even weeks, but no patient can long survive an ob- 
struction to the blood supply of the bowel. In gen- 
eral the higher the obstruction, the more acute the 
onset. In secondary obstruction it is often possible 
to see the outlines of distended coils of intestine with 
visible peristalsis passing along them. In acute ob- 
struction the pain is always referred to the epigastric 
region and is rarely of any localizing value. Paroxys- 
mal at first, it soon becomes continuous as the ob- 
struction becomes complete. The vomiting, which is 
at first reflex, later becomes continuous as the result 
of mechanical obstruction. True fecal vomiting 
never occurs except in cases of gastrocolic fistula. 
Cessation of the passage of feces and flatus is an im- 

rtant and often decisive sign. Rectal examination 
is of the greatest importance. In higher lying ob- 
structions the sigmoidoscope often yields informa- 
tion of great value. Obstruction occurs in the large 
bowel slightly more frequently than in the small 
bowel. Ninety-one per cent of the obstructions in 
the large bowel are due to cancer. In the small in- 
testine the chances are 300 to 1 that an obstruction 
is not malignant. 


The treatment of intestinal obstruction is surgical. 
Gastric lavage should precede and follow the opera- 
tion. Large amounts of hypertonic saline solution 
should be given subcutaneously or intravenously to 
replace the loss of fluids and chloride from the blood. 
Spinal anesthesia is the anesthesia of choice. In 
early obstruction an exploratory laparatomy is indi- 
cated. In late cases of colon obstruction it is often 
possible to do only a blind cacostomy. This should 
be done under local anesthesia through a gridiron 
incision in the right iliac region to tide the patient 
over the crisis. The danger of blind cacostomy lies in 
the possibility of overlooking a strangulation which 
later may lead to perforation and fatal peritonitis. 
However, the mortality is about 1.5 per cent and this 
is lower than that of exploratory operation per- 
formed on patients who are poor risks. 

Joun W. Nuzum, M.D. 


Oughterson, A. W.: The Relationship of the Toxin 
of Bacillus Welchii to the Toxzmia of In- 
testinal Obstruction. Arch. Surg., 1929, xviii, 
2019. 


The author describes four methods of detecting 
bacillus welchii toxin. The hypothesis that bacillus 
welchii toxin is the lethal agent in the toxamia of 
intestinal obstruction was not supported by the 
findings of his investigations. 

Cart R. SteInKE, M.D. 


Gosset: Intravenous Injections of Hypertonic Salt 
Solution in Intestinal Occlusion (Injections 
intraveineuses de serum sale hypertonique dans 
Vocclusion intestinale). Bull. ef mém. Soc. nat. de 
chir., 1929, lv, 2. 

The author recommends intravenous injections of 
hypertonic salt solution in intestinal occlusion. He 
reports three cases which were treated by such in- 
jections by Pilven. In the first case, that of a 
woman forty-eight years of age, there had been no 
passage of feces or gas for eight days and vomiting 
of facaloid material had occurred for two days. At 
operation, the pulse became impalpable. Anassistant 
gave the patient an intravenous injection of 20 per 
cent salt solution and the operation was completed. 
The appearance of the patient changed within five 
minutes after the injection. While the wound was 
being dressed the pulse became almost strong and 
very regular and the face regained its color. Four 
more injections given at intervals of four hours 
cause further improvement. 

In the second case the patient was operated upon 
after obstruction had been present for nearly two 
months and occlusion had been present for five days. 
As soon as the patient had been returned to his bed 
after the operation he was given intravenous injec- 
tions of 20 per cent salt solution every four hours for 
two days. Recovery was uneventful and complete. 

The third case was that of a woman with a 
strangulated hernia. After operation several injec- 
tions of 200 c. cm. of 20 per cent salt solution were 
given. Recovery was uneventful. Pace. 
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Brill, S.: The Mortality of Intestinal Obstruction. 
Ann. Surg., 1929, \xxxix, 541. 

The author reviews a series of 124 cases of intesti- 
nal obstruction treated by operation with a gross 
mortality of 36.3 percent. In the chronic cases with 
no toxemia the mortality was 19 per cent, whereas 
in the acute cases, especially those of postoperative 
ileus, it was as high as 80.2 per cent. 

The author has divided the cases into four groups: 
(1) those of obstructed hernia, (2) those due to bands 
and adhesions, (3) those due to malignancy, and (4) 
those due to miscellaneous causes. 

In the first group the mortality was 11 per cent and 
seemed to depend upon the speed with which opera- 
tion was done after the occurrence of strangulation. 
In the second group, in which the condition requiring 
operation was not discovered until the patient was in 
a serious condition, the mortality was 42 per cent. 
In the third group the deaths seemed to follow the 
onset of peritonitis. When enterostomy was required 
the mortality rate was especially high, probably be- 
cause of delay of surgery. 

In a group of cases of postoperative ileus the mor- 
tality was 80 per cent. It is difficult to separate the 
case of true paralytic ileus from the case of dynamic 
obstruction due to adhesions or bands formed at the 
site of a ruptured appendix or other lesion. In the pa- 
ralytic case the value of enterostomy seems rather 
dubious as the patient is suffering as much from the 
absorption of toxic elements from the peritoneum as 
from absorption from the lumen of the bowel. 

The use of normal and hypertonic salt solution 
seems advisable to replace the diminished chlorides 
in the blood and to combat dehydration. However, 
as the author has seen no marked blood changes in 
cases of low intestinal obstruction, he believes that 
the salt solution may be of benefit only as a fluid. 

WituiaM J. Pickett, M.D. 


Domenech, F.: The Influence of Spinal Anzsthesia 
on Intestinal Motility (Action de l’anesthésie 
rachidienne sur la motilité intestinale). Presse 
méd., Par., 1929, xxxvii, 66. 

The technique used in the experiments reported 
was described in detail in an article in Revista medica 
de Barcelona for February and March, 1927. 

Spinal anesthesia gives rise to a considerable and 
almost immediate increase of intestinal peristalsis. 
The intestinal contractions become more frequent 
and more intense, and the effect persists sometimes 
for an hour, resulting in an abundant evacuation of 
feces from the upper portion of the intestine. The 
injection of atropin sulphate not only inhibits the 
hypermotility produced by spinal anwsthesia, but 
brings about paralysis of the intestine. The paralyz- 
ing action of chloroform on contractions exaggerated 
by spinal anesthesia is proportionate to the depth 
of the narcosis. When the tension of the chloroform 
on the blood diminishes, the contractions recur, the 
effect of the spinal anesthesia continuing. 

The effect of spinal anesthesia is due to a tempo- 
rary chemical block of the preganglionic splanchnic 


fibers. Because of the absence of the inhibitory 
action of the splanchnics on intestinal motility (the 
sympathetic-vagus equilibrium being disturbed by 
the non-compensated action of the pneumogastric), 
the intestine contracts intensely. The author’s ex- 
perimental work is reported as a demonstration of 
this explanation. 

The action of spinal anesthesia on the motility of 
the intestine persists even when the serous membrane 
is intensely inflamed. The author agrees with 
Wagner that, through stimulation of the termina- 
tions of the splanchnics and a spinal reflex, inflam- 
mation of the peritoneum causes loss of the vagus- 
sympathetic equilibrium. The action of the splanch- 
nics then becomes predominant and the character- 
istic inhibition of motility is produced. When the 
action of the splanchnics is suppressed by the effect 
of spinal anawsthesia, the intestine with an intensely 
inflamed serous membrane acts like the normal 
intestine. The record of intestinal motility in a dog 
anwsthetized by the intravenous injection of chloral- 
morphine or chloralose showed intestinal contractions 
which, while not very intense, were continuous. No 
contraction was observed when the dog was anes- 
thetized with chloroform. It is general anesthesia 
induced by inhalation that paralyzes the intestinal 
motility. Inquiry into the effect of chloroform 
anesthesia on the intestine in a state of hyper- 
motility under the action of spinal anesthesia and 
the similarity of the effect to that of atropin sulphate 
leads to the supposition that intestinal paralysis 
from chloroform is due to a paralyzing action on the 
pneumogastric. 

Intestinal hypermotility depends on the anesthesia 
of splanchnic preganglionic filaments, but spinal 
anesthesia does not always cause anasthesia of 
these filaments. The splanchnic takes its origin at 
a relatively high level of the cord, this fact explaining 
how, in low anwsthesia, the action exciting motility 
is lacking since the anasthetic does not come into 
contact with all of the splanchnic preganglionic 
filaments. Pace. 


Horder, Sir T., Barclay, A. E., and Walton, A. J.: 
The Value of the Opaque Meal in the Diagnosis 
of Diseases of the Intestinal Tract. Brit. J. 
Radiol., 1929, ii, 97. 

Horber states that the most marked advances in 
roentgenological diagnosis have been made in 
diseases of the alimentary tract. The chief dif- 
ficulties in interpretation are met in the same field 
because of the fact that the parts of the digestive 
tract vary greatly within the limits of health. There 
are many pitfalls both in technique and interpreta- 
tion. The further roentgenology and clinical medi- 
cine become divorced, the worse for the patient. 
The art of diagnosis depends upon the ability to 
distinguish between essential and non-essential data. 

In investigation of the stomach the opaque meal 
yields the most valuable information in cases of 
peptic ulcer and neoplastic diseases. In the duo- 
denum, it yields valuable information with regard 
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* ulcer, stasis, and duodenal pouches, and divertic- 
ulitis. 

In enteroptosis the mere position of the hollow 
viscera gives very little information with regard to 
the presence of abdominal disease as considerable 
ptosis may be present in healthy persons. 

Horder obtains less help from the X-ray in the 
diagnosis of conditions of the appendix than in the 
diagnosis of lesions elsewhere in the alimentary tract. 

In the diagnosis of colonic conditions the roentgen 
findings are often decisive. In diverticulosis of the 
colon, the barium enema is of great aid. 

BARCLAY states that surgery and roentgenology 
must progress together. ‘Today the consultant will 
not hazard a diagnosis of gastralgia or nervous 
dyspepsia without first. examining the roentgeno- 
gram of the stomach. 

It is of the greatest importance that the X-ray 
departments of hospitals be directed by well- 
trained roentgenologists. Correct diagnosis requires 
a comprehensive knowledge of the pathological 
conditions which give rise to the various findings in 
the roentgenogram. The X-ray has shown that the 
living alimentary tract is entirely different from the 
alimentary tract revealed in the dissecting room. 
The opaque meal has made it clear that the tone of 
organs is closely associated with the general health. 

Before the discovery of the X-ray, knowledge re- 
garding lesions of the oesophagus was obtained 
chiefly from autopsies. Today we are able to study 
csophageal conditions during life to such purpose 
that autopsy adds very little to our information. 

In cases of gastric lesions the opaque meal in- 
dicates the condition present most accurately. Few 
ulcers escape detection when the examination is 
carried out skillfully. In the case of the duodenum a 
definite diagnosis of ulcer is warranted only when 
the crater of the ulcer can be demonstrated. Demon- 
stration of the crater may require persistent manipu- 
lation and palpation with the patient in the upright 
and the supine position and the taking of numerous 
roentgenograms. According to Carman, 9o per cent 
of duodenal ulcers occur in the first part of the 
duodenum. 

The X-ray examination should be made by a 
roentgenologist with a wide clinical experience in 
medicine, including pathology, who is able to operate 
the most efficient apparatus and has the time and 
the patience to examine thoroughly and re-examine. 

WALTON states that the public are beginning to 
regard an X-ray examination carried out even by 
an untrained examiner as a valuable means of 
diagnosis. It is therefore important that the surgeon 
should be well acquainted with the work of the 
roentgenologist who sends him a report. The X-ray 
findings should be regarded as only a part of the 
evidence upon which the diagnosis is to be based. 
The surgeon should provide the roentgenologist with 
a detailed account of his clinical findings, and the 
roentgenologist should report to the surgeon both 
9 direct and the indirect evidence revealed by the 

-ray. 


Walton has always maintained that in about 90 
per cent of cases of chronic gastric ulcer a positive 
diagnosis can be made on the basis of the history. 
At operation he has found the X-ray diagnosis cor- 
rect in slightly more than go per cent of the cases, 
By the combined use of both methods of examina- 
tion, a pre-operative diagnosis should be possible in 
some of the remaining 10 per cent. 

Attention is called to a variety of ptosis in young 
women which suggests gastric or duodenal ulcer. In 
such cases X-ray examination is of great value. The 
symptoms may be due to a chronic ulcer, gastric 
erosions, or the effects of the visceroptosis. 

In the middle aged man, gastritis often gives the 
clinical picture of carcinoma. In a case cited by the 
author X-ray examination failed to show any evi- 
dence of carcinoma. The patient improved and 
gained weight under medical treatment with rest, 
but nine months later returned with an inoperable 
cancer and liver metastases. Therefore if the 
patient has an atypical history of cancer and is not 
entirely cured of his symptoms after a fortnight of 
medical treatment, Walton advises laparotomy even 
though the X-ray report is negative. 

Penetrating ulcers of the stomach often produce 
the most striking roentgen pictures. Carcinoma of 
the stomach is usually accompanied by very definite 
roentgen evidence, but malignant degeneration of 
an ulcer is difficult to determine. Tuberculosis of 
the lungs often produces dyspeptic symptoms which 
may be mistaken for those of ulcer. 

Progress in the diagnosis of gastric lesions by 
means of X-ray has advanced so rapidly in the past 
ten years that, with the exception of the doubtful 
ulcers in visceroptotic young women and the doubt- 
ful carcinomata in patients with gastritis, there is 
no branch of surgery in which diagnosis is so accurate 
and complete. 

In cases of ulcer and diverticula of the duodenum 
the X-ray findings as a rule confirm the clinical 
diagnosis. Gastrojejunal ulcers are frequently of 
the superficial type which bleed profusely and may 
give only vague X-ray evidence. Obstruction at the 
duodenojejunal flexure is often revealed in the 
roentgenogram. 

In conclusion, Walton says that the value of the 
opaque meal depends upon the skill of the observer 
and that for the best results in X-ray diagnosis 
there must be close coéperation between the clinician 
and roentgenologist. Joun W. Nuzum, M.D. 


Arntzen, L., and Helsted, A.: Reduction under the 
Fluoroscope of Acute Intussusception in Chil- 
dren. Acta radiol., 1928, ix, 592. 


When acute intussusception is suspected in the 
case of a child the authors give an opaque enema and 
if an intussusception is demonstrated in the colon 
they attempt to reduce it under fluoroscopic control. 

The article contains roentgenograms showing the 
intestine before, during, and after disinvagination in 
the cases of two children seven months and twelve 
years of age respectively. 
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Stern, B.: Diverticulum of the Duodenum (Vom 
Divertikel des Duodenums). Vestnik. Rentgenol., 
1928, vi, 123. 

The author describes the so-called “true” divertic- 
ulum. The exact cause is not known. As a rule 
such diverticula occur on the inner surface of the 
descending portion of the duodenum, chiefly in the 
vicinity of the papilla of Vater. Much more rarely 
they occur in the higher horizontal portion. Thev 
may cause the most varied symptoms which may be 
ascribed to other nearby organs. The symptoms are 
not suggestive of the condition itself. In the roent- 
genogram the diverticulum appears as a paraduo- 
denal shadow. The shadow is sometimes peduncu- 
lated but is always connected with the duodenum. 
The condition must be differentiated from traction 
diverticula resulting from inflammatory processes. 
A true diverticulum is freely movable, while the 
traction form is not. There are no signs of peri- 
duodenitis and no tenderness. The diverticulum is 
distinguished from a niche by the clinical history 
and by its location. 

The author reports six cases of diverticula on 
either the descending portion or the upper hori- 
zontal portion of the duodenum. One case was of 
particular interest because the diverticulum meas- 
ured 2.5 by 3 cm., was located on the outer surface 
of the descending part of the duodenum, and 
occurred in a male twenty years old, an unusual age 
for the condition. The treatment in all cases was 
purely dietetic. 

Surgical removal is of course desirable, but it is 
not always easy to find the diverticulum at opera- 
tion. Operation is imperative only when perforation 
is imminent. Hotst (Z). 


Coley, B. L.: Strangulated Left Duodenal Hernia: 
Report of a Case with Recovery. Arch. Surg., 
1929, Xviii, 868, 

The author has collected fifty authentic cases of 
left paraduodenal hernia from the literature and re- 
ports a case of his own. He reviews the literature 
on retroperitoneal hernia from Moynihan’s mono- 
graph in 1897 to the report of Andrews in 1923. 

Coley states that retroduodenal hernia may be 
diagnosed before operation in the cases of patients 
giving a history of recurrent attacks of incomplete 
intestinal obstruction and presenting a large palp- 
able mass to the left of the umbilicus, providing there 
has been no previous operation and the general con- 
dition does not seem to indicate a malignant condi- 
tion. He believes that retroperitoneal hernia is 
relatively rare. Its most common variety is hernia 

‘into the paraduodenal fossa. The mortality after 
operation is decreasing because of earlier interven- 
tion and more efficient postoperative care. 

Louis P. GamBEE, M.D. 


Boppe: Duodenojejunostomy (La duodéno-jéjuno- 
stomie). J. de chir., 1929, xxxiii, 20. 


Duodenojejunostomy is applicable only in low in- 
fravaterian stenoses. In these, the anastomosis must 


be made as near as possible to the obstruction in 
order to prevent duodenal stagnation. Nearly al- 
ways, the stenosis is arteriomesenteric at the 
mesenteric pedicle and an inframesocolic duodenoje- 
junostomy should be performed immediately to the 
right of the mesentery. In some cases, however, the 
obstruction is at the duodenojejunal angle and an 
inframesocolic duodenojejunostomy should be done 
to the left of the mesentery. 

Many surgeons have performed a duodenoje- 
junostomy after mobilizing and exteriorizing the 
duodenum, but the author avoids the difficulties of 
which they complain by mobilizing the duodenum 
through an incision in the peritoneum on the dilated 
infracolic loop. The duodenum can be compressed 
by the fingers of the assistant against the right side 
of the lumbar column. 

In chronic duodenal stenoses from arterio- 
mesenteric compression, by far the most frequent, 
duodenojejunostomy is undoubtedly the operation 
of choice. Gastro-enterostomy is dangerous. Before 
operation, a systematic roentgenological examina- 
tion of the duodenum should be made, and in the 
course of the operation careful exploration of the 
inframesocolic duodenum should be done, especially 
in cases in which examination of the stomach re- 
mains negative. The indication for operation is 
based on the intensity of organic and functional dis- 
turbances (loss of weight and vomiting) and es- 
pecially the findings of the roentgen examination 
(dilatation of the duodenum, antiperistaltic move- 
ments, persistent barium stasis). In neuropathic 
lordotic women with a flaccid abdominal wall and 
those with ptosis the duodenal stenosis is only a part 
of a complex pathological condition (chronic con- 
stipation; gastric, colonic, and renal ptosis). Opera- 
tion on such subjects leads to only temporary im- 
provement. In acute arteriomesenteric stenoses, 
very rare and very serious, operation should be per- 
formed very speedily after the failure of the usual 
therapy (gastric lavage and the ventral position). 
In duodenal stenoses associated with gastric or 
duodenal ulcer, it is perhaps imprudent to perform 
duodenojejunostomy alone. As experience is limited 
in this field, it is better to supplement the duodenoje- 
junostomy with a gastro-enterostomy. 

In stenoses from periduodenitis (single or multiple 
bands) the operation should be as simple as possible 
—resection of the band and lowering of the duodeno- 
jejunal angle. In the adult, who quite frequently is 
suffering from a true inframesocolic plastic peri- 
tonitis, duodenojejunostomy is preferable. Pace. 


Wolfson, W. L., and Kaufman, B.: Acute Inflam- 
mation of Meckel’s Diverticulum. Ann. Surg., 
1929, Ixxxix, 535. 

Meckel’s diverticulum is an occasional sacculation 
of the ileum found most commonly in males. At the 
seventh week of fetal development the midgut be- 
comes completely closed off from the umbilical 
vesicle through atrophy of the connecting yolk 
stalk. The point of final closure is found from 2 in. 
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to 3 ft. above the ileocolic juncture. Meckel’s 
diverticulum is a persistent remnant of the yolk 
stalk. The diverticulum itself may be congenital or 
acquired. The acquired diverticulum is the result 
of weakness of the intestinal wall and usually occurs 
along the line of the mesenteric attachment. In the 
complete type all layers of the intestinal wall are 
found in the diverticulum, whereas in the incomplete 
type the wall is made up of mucosa, submucosa, 
and serosa and there is a herniation of these struc- 
tures through the muscularis. 

The duct rarely has its own mesentery. Its 
diameter is about the same as that of the lumen of 
the ileum. Its attachment is usually opposite the 
mesentery. 

The onset of acute inflammation of Meckel’s 
diverticulum is sudden. The pain is colicky in 
nature. Vomiting is persistent and occurs early. It 
is probably due to partial obstruction of the small 
bowel. The pain is localized near or about the 
umbilicus. The distention of the abdomen is out 
of proportion to the pain and tenderness. Early 
surgical removal of the diverticulum results in cure. 

The authors report four cases in detail. In the 
fourth case it was possible to make a pre-operative 
diagnosis. J. Pickett, M.D. 


Case, J. T.: The Roentgen Study of Colonic Di- 
verticula. Am. J. Roenlgenol., 1929, xxi, 207. 


Case states that the term “diverticulosis” should 
be used only to indicate the presence of diverticula 
without symptoms. Diverticulitis is a frequent 
sequel to diverticulosis. Diverticulitis has been di- 
vided by Case into the following types: (1) entero- 
spastic type, (2) hyperplastic type, and (3) pseudo- 
appendicitis type. 

The enterospastic type includes the cases in which 
the diverticula are scattered. The retained contents 
of the sacs keep up a continued irritation and spasm 
with the symptoms of chronic colitis. 

Cases of the hyperplastic type are those in which 
the diverticula are closely grouped, usually in the 
pelvic colon. Because of their close grouping, di- 
verticulitis and the consequent peridiverticulitis 
produce enough connective tissue to thicken the 
wall of the bowel. Obstruction results with the 
clinical picture of chronic obstruction. The appear- 
ance, disappearance, and re-appearance after a few 
days of a mass is one of the most reliable signs. 

In cases of the pseudo-appendicitis type, one or 
more of the diverticula undergoes an acute inflamma- 
tory process analogous to that occurring in acute 
appendicitis. The symptoms are those of an acute 
left-sided appendicitis in a patient with a long stand- 
ing history of diverticulitis of the enterospastic type. 

Case describes at length the technique of the 
roentgen examination. He gives an opaque meal and 
watches its progress through the colon. The condi- 
tion may be suspected from lack of haustra forma- 
tion and the formation of rounded, shotlike residues 
that maintain the same relationship to each other 
and to the colon. The latter (barium-filled sacs) are 
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best seen on the second and third days. If an enema is 
to be given, it should be given at this time. If the 
enema alone is employed, it should be retained half 
an hour and the patient re-examined after its ex- 
pulsion. Re-examination after belladonna to the 
maximum physiological effect is often helpful. 

In addition to the detection of the diverticula 
themselves, the roentgenologist should look for a 
constant serrated, saw-toothed appearance in the 
left colon. This is the pre-diverticular stage des- 
cribed by George and Leonard and by Spriggs and 
Marxer. During this stage, minute hernise which 
subsequently form diverticula are pushing between 
the muscle fibers. 

Case contributes a third and new method for the 
detection of these diverticula by the roentgen ray. 
The thick-walled colon will displace the terminal 
portion of the small bowel. By filling the former 
with air and the latter with barium, the degree of 
displacement becomes very evident and the inter- 
vening vacant space represents the mass made up 
of the fat-laden, enlarged epiploic appendages 
attached to the thickened wall of the colon. 

Localized narrowing suggests carcinoma rather 
than diverticulitis, but the conditions simulate each 
other and sometimes co-exist. They can be differen- 
tiated best by roentgen study. No case of supposed 
carcinoma of the lower bowel should be regarded as 
inoperable either before or during laparotomy until 
the question of diverticulitis has been considered and, 
if possible, settled. © Cuartes H. Heacock, M.D. 


Lockhart-Mummery, J. P.: The Treatment of 
Acute Diverticulitis. Brit. M.J., 1920, i, 588. 


Diverticulitis was diagnosed by the older genera- 
tion of surgeons as “iliac abscess” or “pericolitis 
sinistra.”” It is now a fairly well-recognized condi- 
tion known to be accountable for a considerable 
number of deaths and a still larger number of cases 
of chronic invalidism. 

The syndrome is fairly characteristic. The pa- 
tient is usually over forty-five years of age and 
rather stout. When the diverticulum involves the 
pelvic colon, the most common site of the lesion, the 
chief symptoms are pain the lower part of the abdo- 
men, tenderness in the left iliac fossa, an increased 
temperature, and mild rigors. ‘The pain is distress- 
ing but not acute. The tenderness is frequently 
localized to a certain spot in the lower left side of the 
abdomen. Vomiting is rare. Often a definite re- 
sistance or tumor may be felt in the pelvis on the 
left side. The condition may or may not cause con- 
stipation. A mild diarrhoea may result from the 
irritation of the colon. If the bladder is adherent to 
the diseased colon, frequent micturition occurs. A 
dose of castor oil may precipitate a rupture. 

Acute symptoms commonly arise from acute in- 
flammation of the diverticulum just beneath the 
peritoneum. The inflamed area becomes adherent to 
adjacent structures such as the intestines, bladder, 
tubes, ovaries, or abdominal wall. Rarely, the first 
sign is a direct perforation into the general abdom- 
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inal cavity with resulting peritonitis, either local- 
ized or general. The diverticulum may rupture into 
the bladder with resultant cystitis and the passage 
of flatus and fwcal material through the urethra. 
The cause of diverticula of the colon is not known. 
In some cases the mouth of the sac becomes obstruct- 
ed so that drainage back into the bowel becomes 
impossible. Acute inflammation of the sac and con- 
tiguous bowel wall ensues and perforation may occur 
with general peritonitis. Again, the diverticulum 
may reach a considerable size without any signs of 
inflammation. ‘The lesions may be single or multiple. 
The treatment often becomes surgical. If perfora- 
tion with general peritonitis has occurred, drainage 
of the abdomen and colostomy well above the per- 
foration are indicated. In a few cases in which 
simple drainage of the abdomen has been done the 
opening in the bowel has closed spontaneously. 
These were cases in which the perforation was 
small. Surgical closure of the opening in the diverti- 
culum is usually impossible because of the induration 
and the degree of infection in the involved tissues. 
Colostomy is much the safer procedure. If rupture 
with abscess formation has occurred and there is a 
mass of adherent intestine about the site of the diver- 
ticulum, the condition is very serious. If the patient 
survives the initial peritonitis, residual abscess for- 
mation and pocketing are the rule. In such cases 
the author makes an oblique incision on the left side 
of the abdomen, dissects the rectus muscle out of its 
sheath and displaces it toward the right side, gently 
frees the pelvic colon after protecting the abdominal 
cavity by gauze packs, and draws up the affected 
part of the pelvic colon and fixes it well over 
the iliac fossa where he drains it with one or more 
rubber tubes. If possible, the omentum is drawn 
down and stitched around the mass to seal off the 
small intestines. The diseased part of the pelvic 
colon is fixed with a few catgut sutures well into the 
left iliac fossa and away from the true pelvis. If 
subsequent abscess formation results, it can be dealt 
with much more easily and safely in this new loca- 
tion. The author has had very successful results 
with this method of treatment in a considerable 
number of cases. The patients have been saved a 
colostomy and the inflammation has cleared up 
rapidly. If at the time of operation the damage to 
the bowel is too severe to warrant the procedure 
described, a colostomy should be done well above 
the site of the trouble. Closure of the colostomy 
may sometimes be effected later. If it is postponed 
too long the bowel will become too small below the 
colostomy. If closure is to be attempted it should 
be done not longer than after from six to eight 
months but after subsidence of all inflammatory 
symptoms. Resection of the damaged bowel and 
end-to-end closure is always rather diflicult because 
of the adhesions present and the danger of opening 
into infection. The end-to-end anastomosis should 
be wrapped with omentum. In rare instances it is 
possible to close the colostomy by short circuiting 
the affected part of bowel. Joun W. Nuzum, M.D. 


Hollaender, L.: The Diagnosis of Malignant Tu- 
mors of the Colon (Beitraege zur Diagnostik der 
malignen Dickdarmgeschwuelste). Orvosképzés, 1928, 
xviii, 487. 

Malignancy of the colon should be suspected in 
the cases of all persons more than forty years of age 
who for the first time develop bowel disturbances 
such as constipation or diarrhoea. The author re- 
views the symptoms in eighteen cases of carcinoma 
of the colon. In the majority they had been present 
for several months, but in the case of a man seventy- 
nine years of age and a woman seventy-two years of 
age they had been noted for only from two to four 
wecks and the condition caused only a general weak- 
ness and no pain. Most of the patients complained 
of colicky pains associated with bowel movements. 

When the tumor was situated high, macroscopic 
blood was never found in the stools, but in every 
instance occult blood was present. In two cases the 
red cell count was not reduced and in one case it 
was even elevated. In most of the cases gastric 
analysis showed a tendency toward anacidity or 
hypacidity. Roentgenological examination of the 
stomach showed moderate variations from the nor- 
mal such as motor insufficiency, irregular peristalsis, 
and, in nine cases, cascade formation. 

The colon was examined with the aid of contrast 
meals given on a fasting stomach at intervals of 
from three to four hours. In this way spastic and 
often stationary strictures can be demonstrated. 
Organic strictures may be seen also with contrast 
enemata. 

Small tumors which do not cause obstruction may 
induce intestinal spasm. The contrast enema dem- 
onstrates very distinctly the surface of the tumor 
and slight roughness of the bowel wall. Roentgen- 
ological examination without contrast material may 
be of value especially in ileus. However, even filling 
defects and stricture are not absolute evidence of 
tumor. Filling defects are often caused by a short 
mesocolon, and disturbances of emptying are absent 
in cases of tumors of the caecum and ascending colon. 

Makar (Z). 


Duval, P.: The Closure of the Surgical Colonic 
Fistula and Anus; Advantages of Intraperitoneal 
Closure According to the Statistics of Thirty- 
Eight Cases (La fermeture des fistules et anus 
coliques chirurgicaux. Avantages de la fermeture 
intrapéritonéale d’aprés une statistique de 38 cas). 
Bull. et mém. Soc. nat. de chir., 1928, liv, 1336. 

The author regrets that intraparietal, extra- 
peritoneal closure of the artificial anus seems to be 
taking the place of the intraperitoneal method. He 
has used only the intraperitoneal method. He re- 
ports thirty-eight cases—twenty-nine of surgical 
anus of the transverse or left colon and nine of cecal 
fistula. In these cases there were no deaths. In all, 
the wound was completely closed at once. A clinical 
and roentgenological follow-up of the patients for 
long periods—in one case for nineteen years—has 
shown the results to be perfect. 
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There are two serious objections to the extra- 
peritoneal method. The first is that the suture of the 
intestine must be performed in more or less sclerotic 
tissue, whereas for successful intestinal suture it is 
essential to operate in perfectly normal and supple 
tissue. The second objection is that the colon is left 
adherent to the wall of the abdomen, whereas a 
cardinal principle of surgical procedure is the 
liberation and prevention of adhesions. 

Duval makes a circular incision around the 
artificial anus, frees the anus, and brings it outside 
the wall of the abdomen. He then examines it 
minutely and removes all fat and cicatricial tissue. 
The resulting opening is sometimes enormous but is 
closed by simple transverse suture in three layers— 
mucous, sermuscular, and serous. The loop is then 
put back in the abdomen, the great omentum is 
lowered over it, and the wall is closed in three layers 
without drainage. At first Duval used a small drain, 
but he found it unnecessary. If the patient was 
thoroughly purged before the operation a movement 
of the bowels is not induced until about the ninth 
day. At the end of that time a little castor oil is 
given. The first movement is generally painful 
because the lower end of the intestine has con- 
tracted somewhat as the result of disuse. 

Closure has been done after from twenty days to 
fifteen months following the formation of the anus. 
It is determined, not by the length of time, but by 
the condition of the intestine. The only case with a 
complication was one in which the operation was 
done too soon because the patient was greatly dis- 
turbed by the artificial anus. In this instance there 
was still a small area of granulations and a peritoneal 
reaction necessitated the formation of a fistula in a 
loop of dilated small intestine. Recovery resulted. 

In Duval’s opinion the intraperitoneal operation 
is not so dangerous as it is generally believed to be. 
It is still blamed for poor results in an earlier period 
when the surgical technique was less well developed. 

In the discussion of this report, Basset cited a 
case in which intraperitoneal closure was followed by 
primary healing. 

LENORMANT said that he prefers the extra- 
peritoneal operation for cacal fistula and anus. He 
regards the intraperitoneal operation as more 
dangerous, and believes that when it is performed 
by surgeons less skilled than Duval it would not 
give such uniformly good results. 

Aubrey G. Morcan, M.D. 


Loehr and Rassfeld: Appendicitis from the Stand- 
point of Modern Bacteriological Studies (Ueber 
Appendicitis unter dem Gesichtspunkte neuerer Bak- 
teriologischer Forschungen). Zentralbl. f. Chir., 1928, 
p. 2871. 

Two normal appendices and forty-eight appen- 
dices with gangrenous appendicitis were studied with 
modern bacteriological and anaerobic methods. The 
bacteriological findings were practically the same in 
all instances. Fraenkel’s gas bacillus was found in 
nearly every case, usually in association with one 


or two other anaerobes. Bacillus bifermentans 
(Tenuis Zeissler) was present in about one-third of 
the cases and in combination with the gas bacillus 
produced the most severe mixed infection. The 
bacillus of malignant oedema of Noochi was found 
once, and the para-anthrax bacillus twice. Colon- 
bacillus anaerobes were nearly always present, and 
various cocci, especially the enterococcus and lactic 
acid streptococcus, were present in about half of the 
cases. The staphylococcus aerogenes of Schott- 
mueller was occasionally found. A diphtheria-like 
bacillus was present in about three-fourths of the 
cases. The same flora was present in the normal 
appendices. Anaerobic flora were absent in only four 
instances. Streptococcus putridus was never found. 
Mechanical transportation is considered by the 
authors as an important factor increasing the bacilli 
and the toxins in the intestinal contents. The 
anaerobes and their toxins may be a factor in the 
formation of ordinary or hemorrhagic exudate in 
the abdominal cavity. Simple infection does not 
result in necrosis or gaseous destruction of the 
viscera. Experimentally, such an effect could be 
obtained only with the strongest toxins acting under 
pressure and then only locally at the sites of greatest 
pressure. The gaseous destruction did not extend 
to the adjoining part of the intestine. Kinking of 
the appendix with retention of faces favors an in- 
crease of anaerobic bacilli with resulting inflamma- 
tion and the accumulation of strong toxins under 
pressure which lead to necrosis. Roentgenological 
examination of the phlegmonous appendices showed 
in the distal portion or proximal to the inflamma- 
tion a kinking with thickening of the feces or the 
formation of facoliths, and distal to that a bottle- 
shaped thickening of the appendix. It appears that 
in the development of gangrene of the appendix the 
kinking and inspissation or impaction of faces act 
like a cork in a bottle. The appendix attempts to 
empty itself and in so doing places the bacteria and 
toxins under increased pressure, thus favoring nec- 
rosis. It is surprising that the physiological kinking 
of the appendix persists even after the removal of 
the appendix from the abdomen. This permanent 
kinking is attributed to the hard facal masses of 
various shapes which can be seen with the X-ray. 
Appendicitis is therefore a local disease due to 
local bacteria which, under favorable mechanical 
conditions, grow abnormally and produce toxins. 
Gangrene may occur in a very short time. The 
anaerobic flora are especially important because of 
their strong toxins. For the peritonitis due to per- 
foration the authors recommend serotherapy with 
Weinberg’s mixed serum with perhaps the addition 
of bacillus coli serum. Hempet (Z). 


Devine, H. B.: Difficult Appendicectomy. J. Col- 
lege Surg. Australasia, 1929, i, 375. 

Difficulty in appendicectomy may be due to the 
stage of the inflammatory process such as that in 
which the appendix is in the wall of an abscess. In 
cases of this type a knowledge of the relative strength 
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and position of the tissue planes and the position of 
the vessels and experience in beginning the opera- 
tion at the base of the appendix are of great im- 
portance. 

Appendicectomy may be difficult also because of 
the occurrence of fibrosis in a partially cured ap- 
pendicitis which renders the peritoneal tissue planes 
almost inseparable. Even if removal of the appendix 
is possible in such cases, the greatest care is neces- 
sary to prevent the formation of a fxcal fistula. It 
is sometimes best to defer operation for six months. 

An appendix in an abnormal position as the result 
of developmental error is frequently the cause of 
serious difficulty at operation. Each anomalous 
position gives different symptoms. The author 
discusses chronic and suppurative subhepatic ap- 
pendicitis. The former is apt to be confused with 
chronic cholecystitis. The operative difficulties in 
chronic subhepatic appendicitis are due to the 
inaccessibility of the base of the appendix, which is 
situated over the right kidney, and the fact that the 
last 2 or 3 in. of the terminal part of the ileum are 
retroperitoneal and lie behind the cecum. Narrow- 
ing of the retroperitoneal segment of ileum due to 
its situation or the pressure of the loaded cecum 
may cause a mild chronic intestinal obstruction with 
colicky pain. If this is not remedied at operation, 
the pain will persist after removal of the appendix. 
In suppurative subhepatic appendicitis care must 
be taken to remove the appendix with the least 
prolapse of the jejunal coils which are so susceptible 
to infection and the least disturbance of the pro- 
tective adhesive barrier. Drainage must be estab- 
lished as far back of the right hypochondrium as 
possible; that is, over the right renal pouch, and 
should be effected by means of a valvular opening 
such as is obtained through a gridiron incision in 
the muscles. 

. Pelvic appendicitis is characterized by absence of 
tender points and reflex abdominal signs and the 
presence of bladder and rectal symptoms—fre- 
quency, retention, and tenesmus—symptoms of 
intestinal obstruction, and a silent abscess without 
any symptoms whatever. Sometimes the first 
symptoms of a quiet pelvic appendicitis and abscess 
are indistinguishable from those of intestinal 
obstruction. ‘The difficulties met at operation in 
such cases are due to: (1) the intensely distended 
cecum and small intestine which render exposure 
and removal of the appendix almost impossible: 
(2) marked prolapse into the infected appendiceal 
area of the very dilated and easily infected small 
intestine; and (3) inaccessibility of the pelvic ap- 
pendix. 

In retroperitoneal and retrocecal appendicitis 
there is generally some form of obscure pain in the 
right. loin or the vicinity of the gall bladder. Devine 
discusses also retroperitoneal cellulitis due to ap- 
pendicitis and reports a case. For cases of retro- 
peritoneal or retrocecal appendicitis he prefers the 
split-muscle McBurney incision. 

Emit C. RositsHek, M. D. 


Sauerbruch: Carcinoma of the Rectum (Rectum- 
carcinome). Zentralbl. f. Chir., 1928, p. 3162. 

Sauerbruch denies that Schmieden and Westhus 
have advanced convincing proof of a causal relation- 
ship between polyposis and rectal carcinoma. He 
therefore believes that extirpation of the entire hind- 
gut on principle is not justified. He states that in 
Zurich, where rectal cancer is common, the radical 
operation is usually possible, whereas in Munich, 
where the patients come to the clinic much later, it 
can be performed in only 28 per cent of the cases. 

The author usually performs the sacral operation 
but mobilizes the hind-gut only after opening the 
peritoneal cavity, which he does soon after resecting 
the sacrum. The formation of a sacral anus is avoided 
if possible. Even when the sphincter is not preserved 
a perineal anus is formed. As a rule the tumor is 
pulled through the anus and then removed. Less fre- 
quently, a resection is performed. A permanent iliac 
anus is avoided also if possible in the abdominosacral 
operation. Only in cases of extensive tumors and the 
cases of young persons is extirpation of the hind-gut 
performed. 

In Munich, Sauerbruch obtained a three-year cure 
in 42 per cent of the cases in which he performed an 
amputation and in 4o per cent of those in which he 
did a resection, but in only 19 per cent of those in 
which he used the combined method. Thirty (25 per 
cent) of the patients were still free from recurrence 
after five years. GoEBEL (Z). 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Chiray, M., Cuny, L., and Marcotte, A.: Color- 
imetric Determination of the Bile Salts in Bile 
and Duodenal Fluid (Dosage colorimétrique des 
sels biliaires dans la bile et le liquide de tubage duo- 
dénal). Bull. et mém. Soc. méd. d. hép. de Par., 1929, 
xlv, 158. 

The authors describe a colorimetric method of de- 
termining bile salts in the bile and duodenal fluid. 
The duodenal fluid is rendered homogeneous by 
shaking and the bile, if too concentrated, is diluted. 
A series of tubes are placed in a tube rack, one for 
each fluid to be examined. Two cubic centimeters of 
the fluid to be examined and 0.5 c.cm. of a solution 
of lead acetate are placed in each tube and mixed 
with enough 95 per cent alcohol to make 10 c.cm. 
The mixture is then shaken and filtered and the fil- 
trate is collected in the little tube that accompanies 
each Jarger one. 

One cubic centimeter of each filtrate is then placed 
in another series of tubes, and 1n the last five tubes 
1 c.cm. each of the five standard solutions of cholalic 
acid is introduced. Then o.5 c.cm. of a solution of 
furfurol and enough phosphoric acid to make 5 c.cm. 
are added to each tube and mixed very carefully by 
shaking the tubes without turning them over. The 
tubes are then placed in the holder and plunged first 
in boiling water for five minutes and then in cold 
water for five minutes. On their removal from the 
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cold water enough acetic acid is added to make 10 
c.cm. and mixed by turning the tubes over five or six 
times. After several minutes the shade of each tube 
is compared with that of the nearest standard solu- 
tion and the bile salts are calculated by a mathemat- 
ical formula. 

The figures found are not absolute but are of value 
in following the changes in the bile salts and com- 
paring them quantitatively with other bile constitu- 
ents. Auprey G. Morean, M.D. 


Petermann, J.: The End-Results of Surgery of the 
Biliary Tract (Fernresultate der Gallenweg- 
chirurgie). Arch. f. klin. Chir., 1928, cliii, 1. 


This article is based on 680 operations on the 
biliary tract. Five hundred and forty (85 per cent) of 
the patients were completely relieved of their symp- 
toms; 70 (about 10 per cent) still had mild symptoms 
after the operation; and 34 (5 per cent) were not 
benefited. Hernia occurred in the incision in 6 per 
cent. This complication is best avoided by making 
the incision oblique. Re-operation was necessitated 
by adhesions in 5 cases. Adhesions are best pre- 
vented by a careful technique, peritonization, and 
limitation of tamponade. True recurrence of stone 
in the common duct occurred in 3 cases. Stenosis of 
the common duct developed in 5 cases, including 2 of 
carcinoma. Biliary fistula occurred in 8 cases; in 2 
cases the common duct was sutured and omento- 
plasty was done; in 1 case the common duct was 
anastomosed to the duodenum; and in 1 case the 
entire fistulous tract was implanted into the stomach. 

Postoperative disturbances may be due to many 
causes. In the cases of nervous patients, many of 
whom have already been operated upon a number of 
times, the indications for operation must be con- 
sidered with great care. As a rule the more marked 
the findings the better the results of surgery. In 
cases of definite stasis and cholangeitis the instilla- 
tion of 20 per cent magnesium sulphate with the duo- 
denal tube should be done before operation. 

Choledochoduodenostomy was performed in 24 
cases, with good results in some of them. As pan- 
creatic disease may also cause postoperative dis- 
turbances, Petermann splits the capsule of the 
pancreas if he finds the head of the organ thickened. 
In the cases reviewed, complaint was made more 
frequently of gastric disturbances, and in 5 cases an 
ulcer of the stomach or duodenum was found. 
Chronic appendicitis was not rare. Postoperative 
disturbances developed most frequently in chronic 
cases. Hence early operation is important. In the 
entire series of cases the result was complete or nearly 
complete freedom from symptoms in go per cent and 
failure in 5 per cent. VORDERBRUEGGE (Z). 


Luetzow-Holm, G.: The Surgical Treatment of 
Gall Stones and Its Results (Ueber die chirur- 
gische Behandlung der Gallensteine und ihre Er- 
folge). Norsk mag. f. Legevidensk., 1928, 1xxxix, 741. 


The author reviews 189 operations for gall stones 
which were performed in the period from 1910 to 


1926. One hundred and fifty-seven of the patients 
were females. Cholecystectomy was the method of 
choice. Cholecystostomy was done only in the cases 
of weak patients and when the anatomical conditions 
were particularly difficult. When possible, the oper- 
ation was performed between attacks. Of 30 patients 
who were acutely ill on admission to the hospital, 
only 8 were operated upon during the acute stage. 
In 130 operations there were 7 deaths, a mortality 
of 3.9 per cent. Two of the patients who died were 
admitted to the hospital with acute perforated chole- 
cystitis. In 115 cases of simple cholecystectomy there 
was only 1 death, a mortality of 0.85 per cent, whereas 
in 32 cases of cholecystectomy with choledochot- 
omy there were 4 deaths, a mortality of 12.5 per cent. 
The cause of death was peritonitis in 3 cases, degen- 
eration of the heart and liver in 2 cases, cholamic 
hemorrhage in 1 case, and bronchopneumonia in 1 
case. In 2 cases of cholemic haemorrhage the trans- 
fusion of citrated blood was apparently life-sav- 
ing. Drainage of the abdominal cavity was estab- 
lished for from six to eight days by cigarette drains. 
The follow-up showed good results in 90 per cent of 
the cases in which cholecystectomy was performed. 
At re-operation, stones were seldom found, but in 
nearly every case there were extensive adhesions 
which apparently were the cause of the postoperative 
disturbances. Such disturbances usually occurred in 
the patients who had suffered from gall-stone attacks 
and pain for some time before they were operated 
upon. In such cases there were probably numerous 
pre-operative adhesions which favored the formation 
of new adhesions after the operation. Therefore early 
operation is advisable. Koritzinsky (Z). 


Gundermann, W.: Recurrence After Cholecystec- 
tomy and the Results of Its Treatment (Ueber 
Rezidive nach Cholecystektomie und die Ergebnisse 
ihrer Behandlung). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1928, xli, 107. 

The author studied the cases of cholecystitis 
treated at the University Clinic of Giessen during 
1921 and 1922 to determine whether there is any 
relationship between the type of a gall-bladder in- 
fection and the incidence of recurrence. He found 
that colon-bacillus infections, even when quite 
severe, had little tendency to recur (two recurrences 
in twenty-four cases). Recurrence of typhoid and 
paratyphoid infection was equally infrequent. On 
the other hand, staphylococcus infection recurred in 
about 20 per cent of the cases in spite of the usually 
benign course of the disease. Factors such as the 
patient’s age and state of nutrition, the duration of 
the illness, and a history of icterus are apparently of 
no importance in the incidence of recurrence. 

Gundermann recommends autovaccination in in- 
fections of the biliary passages. In sixty-four cases 
of staphylococcus infections so treated there were 
only nine recurrences, whereas in thirty-six cases in 
which vaccination was not done, there were fifteen 
recurrences. For cases of bile fistula after hepatic 
duct drainage he recommends the internal adminis- 
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tration of ox gall, which has a relaxing effect on the 
sphincter of Oddi, thereby relieving stasis of the bile 
ducts. CoKKALts (Z). 


Timofeief, N. W.: The Closing Reflex of the Pylorus 
in the Clinical Investigation of the Function of 
the Pancreas and Liver (Le réflexe de fermeture du 
pylore comme méthode clinique d’exploration 
fonctionelle du pancréas et du foie). Acta med. 
Scand., 1928, |xix, 309. 

The introduction of fat into the duodenum causes 
closure of the pylorus and arrest of the contents of 
the stomach until, under the influence of the bile and 
pancreatic juice, the fat is digested. ‘The author 
introduced too c. cm. of oil into the duodenum 
through a duodenal sound, thus bringing about a 
reflex of the pancreas and liver and also a closing 
reflex of the pylorus. In the presence of oil, the 
closing reflex increases very quickly and decreases 
slowly. The decrease of the closing reflex and the 
complete opening of the pylorus, that is to say, the 
tota] duration of the reflex, clearly shows the rapidity 
of the digestion of oil in the intestines. The oil is 
digested by pancreatic juice and bile and causes an 
active secretion of these fluids. The rapidity of 
digestion of the oil depends on the functional con- 
dition of the glands. Because of this association of 
reflexes, the closing reflex of the pylorus is an 
accurate indicator of the function of the glands. 

The author’s experiments showed that patho- 
logical changes in the secretion of the stomach which 
decrease the amount of hydrochloric acid in the 
gastric juice and diseases of the bile ducts and gall 
bladder are followed by a decrease in the functional 
activity of the pancreas and liver which is mani- 
fested by lengthening of the closing reflex of the 
pylorus. When the pancreas is functioning actively, 
hypersecretion of the stomach is accompanied by a 
decrease in the duration of the closing reflex of the 
pylorus, but when the function of the pancreas is 
insuflicient, it is accompanied by prolongation of 
the reflex. Aubrey G, Morcan, M.D. 


Bernhard, F.: Hyperglycemia in Acute Pancre- 
atic Diseases (Ueber die Hyperglykaemie _ bei 
akuten Pankreaserkrankungen). Deutsche Ztschr. 
f. Chir., 1928, ccxii, 209. 

Hyperglycemia is an important sign of acute pan- 
creatic disease. The sugar-tolerance determination 
will reveal the disturbance in the metabolism of 
sugar more clearly than the fasting blood-sugar level 
and will rule out biliary tract diseases which also are 
sometimes accompanied by hyperglycemia. Mild 
acute pancreatic necrosis will be revealed by the 
sugar-tolerance test when it is not demonstrated by 
the fasting blood-sugar determination. 

In the case reported by the author pancreatic nec- 
rosis developed eleven hours after the last food was 
taken. The cause of the hyperglycemia was be- 
lieved to be insulin deficiency. Bernhard therefore 
recommends energetic insulin treatment in acute 
pancreatic necrosis. 


The activating action of the bile upon the diastatic 
process in the liver and its importance in the treat- 
ment of icteric patients are discussed. 

Duscut (Z). 


Staemmler, Achelis, and Machol: Diabetes and 
Surgery (Diabetes und Chirurgie). Zentralbl. f. 
Chir., 1928, p. 2904. 

According to their anatomical peculiarities, their 
independence of excretory passages, and their ability 
to form tumors, and according to the findings of 
comparative anatomy in the teleost fish, the islands of 
Langerhans constitute independent organs. ‘Their 
functional importance has been demonstrated by 
metabolism studies, ligations, and extractions. It is 
still doubtful whether the increase in the production 
of insulin which follows ligation of the ducts can be 
applied surgically. In the majority of cases of dia- 
betes there are quantitative and qualitative changes 
in the islands. Whereas no constant changes are 
found in the other endocrine glands, diabetes is as- 
sociated with disturbances of the metabolism of 
sugar and fat, the deposition of glycogen in the kid- 
neys, lipawmia, and the deposition of fat in the retic- 
ulo-endothelial system. ‘The surgical complications in- 
clude atherosclerosis with gangrene, reduced resist- 
ance to infection, and the development of coma in 
narcosis. 

Oppel’s attempts to influence diabetes surgically 
by extirpation of the adrenals and Mansfeld’s at- 
tempts to treat it by ligation of the pancreatic duct 
have not been repeated. The surgeon must consider 
diabetes from two aspects. He must attack its com- 
plications, the inflammatory processes and gangrene, 
and must take the presence of diabetes into consider- 
ation in performing operations for other conditions. 
Treatment with insulin is of importance chiefly to 
overcome the danger of coma. Infections and gan- 
grene are not cured by insulin but, especially the 
former, are rendered milder by it. Insulin breaks the 
vicious circle of unfavorable influences between dia- 
betes and infection. The infection itself requires 
treatment, as does also the gangrene. The danger of 
other operations is considerably reduced by insulin. 
However, the generally lowered resistance of dia- 
betics must be considered. Karewsky says that 
diabetes is not a contra-indication to urgent opera- 
tion, but that no avoidable operation should be per- 
formed on a diabetic. 

In the discussion, Hass stated that he always gives 
insulin before operation even when the sugar has 
been controlled by dietary measures, and he makes 
blood-sugar determinations also in the postoperative 
treatment. BUETTNER (Z). 


MISCELLANEOUS 


Deaver, J. B.: When and When Not To Open the 
Abdomen in Acute Surgical Conditions. Anu. 
Surg., 1929, Ixxxix, 340. 

The author believes that the abdomen should not 
be opened in cases of visceroptosis; diffuse peritonitis 
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(until anatomical and physiological tests show that 
localization has set in); retroperitoneal lymphangei- 
tis of the lower right abdomen; acute puerperal in- 
fection; acute simple cholecystitis; subacute per- 
forated ulcer; or late sigmoidal diverticulitis. 

He states it should be opened in acute appendicitis 
before the development of peritonitis or in the 
absence of a forbidding peritonitis; acute intestinal 
obstruction, including volvulus, intussusception, 
obstruction at the foramen of Winslow, through a 
congenital hole in the mesentery, or in a peritoneal 
fossa; mesenteric thrombosis; torsion of the great 
omentum; ruptured ectopic pregnancy; ovarian 
tumor or uterine fibroid twisted on its pedicle; rup- 
tured ovarian blood cyst; placenta praevia; acci- 
dental hemorrhage in the pregnant uterus; rupture 
of the uterus; perforation of the uterus; chronic 
gonorrhceal or postpuerperal pyosalpinx; incarcer- 
ated or strangulated hernia; ultra-acute cholecysti- 
tis; acute perforated peptic ulcer; acute pancreatitis; 
and traumatic rupture of the liver, spleen, pancreas, 
small intestine, or bladder. He believes that the 
sign of muscular rigidity alone justifies immediate 
opening of the abdomen. 

Emi M.D. 


Kiss, F., and Ballon, H. C.: Contribution on the 
Nerve Supply of the Diaphragm. Anat. Record, 
1929, xli, 285. 

Recent investigations, made chiefly by means of 
phrenicotomy, have shown conclusively that the 
phrenic nerve is the most important nerve of the 
diaphragm. Many investigators believe that the dia- 


phragm is innervated also in its mid-portion by the 
sympathetic and in its lateral portions on both sides 
by the eleventh intercostal nerve. Others maintain 
that the phrenic nerve is the only motor nerve to the 
diaphragm. The clinical observation of referred pain 
to the shoulder indicates that the phrenic nerve con- 
tains sensory fibers. 

Microscopic study of the phrenic nerve reveals 
three well-differentiated forms of nerve fibers—large 
medullated or motor fibers, thin medullated sheath 
sensory fibers, and non-medullated sympathetic fi- 
bers. The large medullated or motor fibers predom- 
inate. 

From their own investigations and those of Felix, 
the authors conclude that there is no intercostal mo- 
tor innervation of the diaphragm. ‘The complete pa- 
ralysis of the diaphragm after phrenicotomy also 
speaks against such innervation. 

On irritating the diaphragmatic pleura by means 
of a wire introduced into the pleural cavity, Capps 
and Coleman found that irritation of the central part 
produced the same type of pain in the shoulder and 
neck as is produced by stimulation and cutting of the 
phrenic trunk. Stimulation of the lateral margins 
of the peritoneal surface caused pain in the lower 
half of the thorax supplied by the lower five or six 
intercostals. 

The authors believe that the sympathetic sends 
fibers to the diaphragm through the phrenic and 
through the diaphragmatic plexus. The sympathetic 
fibers take no part in sensory or motor innervation 
but probably have a vasomotor, and perhaps a 
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UTERUS 


Soiland, A., Costolow, W. E., and Meland, O. N.: 
Radiation Treatment of Uterine Fibromyo- 
mata. California & West Med., 1929, xxx, 234. 


In discussing the radiation treatment of uterine fi- 
bromyomata in younger women the authors state 
that if the radiation stops menstruation the meno- 
pause will not differ from that produced by hyster- 
ectomy. The woman is not unsexed by the radiation 
and the treatment has never been known to be fol- 
lowed by changes in the secondary sexual character- 
istics. There is considerable evidence that the inter- 
nal secretory function of the ovary is not destroyed 
and that the chief action on the ovary is exerted on 
the outer graafian follicle layer. 

The frequency of sarcomatous transformation in 
myomata is so small as to be negligible. Carcinoma 
of the fundus associated with uterine fibroids is fairly 
rare, and if careful curettage is done before the radia- 
tion the danger of this condition also can be rendered 
negligible. After combined radium and X-ray treat- 
ment of fibromata the cervix is left small, atrophic, 
and fibrous. 

Severe anaemia accompanying uterine fibromyo- 
mata is not a contra-indication to radiation, nor is 
associated pelvic inflammation if deep X-ray treat- 
ment is used. The methods include: (1) so-called 
low voltage X-ray radiation, (2) high voltage or deep 
X-ray radiation, (3) radium radiation, and (4) com- 
bined radium and high-voltage X-ray radiation. The 
indications for each are discussed. The authors re- 
view 562 cases and draw the following conclusions: 

1. Combined radium and deep X-ray therapy is 
the best type of radiation treatment in the majority 
of cases. 

2. Radiation is practically specific in controlling 
the hemorrhage due to uterine fibromyomata. 

3. The majority of fibromyomata larger than a 
four months’ pregnancy may be rendered symptom- 
less by radiation. 

4. Radiation is the treatment of choice for fibro- 
myomata not larger than a four months’ pregnancy. 

Roanp S. Cron, M.D. 


Ter-Gabrielian, G. G.: The Etiology of Cancer of 
the Uterus (Ueber die Aetiologie des Gebaermut- 
terkrebses). Zéschr. f. Krebsforsch., 1928, xxvii, 362. 


Of 194 women with carcinoma of the uterus 
(portio, cervix, and corpus) whose histories were 
carefully investigated, 35 per cent developed the 
condition before the beginning of the climacterium. 
The theories of infection and heredity are repudiated 
as only in 9 cases were any of the patient’s relatives 
affected with cancer and in no instance was the 
husband suffering from cancer. 


On the basis of statistical tables it is shown that 
next to individual predisposition, the most impor- 
tant cause is chronic irritation of a traumatic, chem- 
ical, or thermic nature. Severe labors, anomalies of 
posture, the use of forceps, lacerations of the cervix, 
frequent artificial interruptions of pregnancy, crim- 
inal abortions, puerperal fever with adnexal jn- 
flammation, leucorrhoea, hot douches, etc., provide 
an area of diminished resistance and favor the de- 
velopment of degenerative cell changes under the 
influence of malnutrition, general intoxication of the 
organism, chronic or acute infectious disease with 
simultaneous severe physical or mental work, and 
poor housing and living conditions. 

Twelve of 13 of the nullipare with carcinoma of 
the portio and cervix whose cases are reviewed had 
had frequent artificial abortions. In these cases 
injury of the anterior lip of the cervix by the for- 
ceps, small lacerations in the cervix due to instru- 
mental dilatation, and insults during curettage were 
sufficient to lead to protracted disturbances of in- 
nervation and blood supply with subsequent in- 
flammation (endometritis, cervical catarrh, and 
leucorrhoea). As these conditions are usually left un- 
treated, the chronic condition and irritation of the 
epithelium led to degeneration of the tissues. On 
examination with the speculum, signs of past injury 
(lacerations) could still be found in every instance. 
Protracted labors and even properly applied forceps 
produced pressure injuries of the lower uterine seg- 
ment and cervix by which, in turn, the crushing of 
tissue and nerves formed an area of diminished re- 
sistance to the development of carcinoma, It is 
worthy of note that of the total number of 560 
women with carcinoma, 427 (76.3 per cent) had had 
pathological labors. These are contrasted with 
6,826 women who were treated for other conditions 
and went through 32,576 labors with complications 
in only 17 per cent. 

The author therefore concludes that the high in- 
cidence of carcinoma in women is due to the uterus 
exclusively because this organ is the one most sub- 
jected to trauma. Women with frequent (7 or more) 
normal] labors without puerperal fever were not 
affected by cancer. Therefore all women should be 
delivered in obstetrical institutions having skilled 
attendants. In this way one cause of carcinoma 
may be eliminated. TERRUEN (G), 


Donaldson, M.; The Technique of Treatment of 
Carcinoma of the Cervix by Means of Radium 
Needles. Proc. Roy.Soc. Med., Lond., 1929, xxii, 810. 


The author describes the technique of treating 
cervical carcinoma with radium needles—50 mgm. 
of radium in twenty-two needles. The needles are 
inserted in and around the growth and left in place 
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for a period of one hundred and forty-four hours. The 
immediate effects are healing of the cervix and vagina. 
The total dose of radium does not bear much 
relation to the fate of the patient. In radioresistant 
growths the duration of the treatment is important. 
Factors of importance to be considered are the 
possibility of a decrease of cancer resistance in cases 
of advanced growths, the effect of the blood supply 
of the growth on its radiosensitivity, and the problem 
of an efficient attack on the advancing edge of the 
growth. In St. Bartholomew’s Hospital the advanc- 
ing edge of the growth is treated by roentgen rays 
and intra-abdominal radium irradiation. While the 
X-ray is undoubtedly effective in reducing large 
masses of glands, it does not prolong life in the ad- 
vanced stages of the diseases. The purpose of intra- 
abdominal irradiation is to extend the influence of 
the radium. Radium needles are placed all around 
the pelvic peritoneum at intervals of 114 cm. from 
both sacroiliac synchondroses and sutured in place. 
At the end of a week the abdomen is re-opened. 
The author has treated fourteen cases by this 
method. Auice F. Maxwett, M.D. 


Bland, P. B.: Pyometra Following Radium Therapy 
for Uterine Cancer. Am. J. Obst. & Gynec., 1929, 
xvii, 528. 


Cervical atresia with retention of infected mate- 
rial within the uterine cavity, called ‘pyometra,” 
has generally been regarded as a rather uncommon 
condition, but radium irradiation as the accepted 
treatment of cervical carcinoma has materially in- 
creased its frequency. 

The presence of pyometra should be suspected in 
the cases of women subjected to cervical irradiation 
who subsequently complain of a not constantly 
blood-tinged purulent discharge, especially a dis- 
charge associated with intermittent attacks of mid- 
pelvic pain. The expulsion of a large quantity of 
suppurative material followed by temporary cessa- 
tion of the pain is a sign of the greatest diagnostic 
significance. Still more important is diminution of 
the discharge followed by recurrence of the pain, a 
syndrome indicating re-accumulation. 

In cases with such a highly suggestive clinical his- 
tory and subjective symptoms the diagnosis is con- 
firmed by the presence of a resistant or semi-elastic 
tumor projecting above the symphysis and a with- 
ered fibroid cervix with an impermeable canal. 

If the cancerous involvement of the cervix is com- 
pletely eradicated the ultimate outcome is favorable. 
In the incomplete type, catheterization of the uterus 
with or without lavage usually gives relief. In the 
complete type, hyste1ectomy is indicated if cath- 
eterization is impossible. E. L. Cornet, M.D. 


Violet: Late Results of the Wertheim Operation in 
Cancer of the Cervix (Les résultats éloignés de 
Vopération de Wertheim dans le cancer du col 
utérin). Gynécologie, 1928, xxiii, 705. 

In 1919 the author reported the results of twenty- 
five Wertheim operations and one vaginal hysterect- 
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omy for cancer of the uterine cervix which were 
performed in the period between June, 1909, and 
July, 1914. The longest postoperative period was 
then ten years and the shortest five years. Four of 
the patients died as the result of the operation. Of 
the twenty-two who survived, nine (40 per cent) 
were alive and free from recurrence for more than 
five years. 

In this article, Violet reports the results of twenty- 
seven Wertheim hysterectomies, three simple ab- 
dominal hysterectomies preceded by radium treat- 
ment, and two vaginal hysterectomies which were 
performed in the period between June, 1919, and 
June, 1928. Of the twenty-seven patients subjected 
to the Wertheim hysterectomy, three died as the 
result of the operation. Of the twenty-four who 
survived, eight developed a rapid recurrence and 
three developed a recurrence after three years of 
apparent recovery. Four have been free from re- 
currence for from six months to two years; four, for 
from two to four years; two, for more than six years; 
and three, for seven, eight, and nine years. The 
longest survival has been nine years. 

It is evident, therefore, that the operations per- 
formed in the period from 1919 to 1928 gave less 
favorable results than those performed in the period 
from 1909 to 1914, the incidence of freedom from 
recurrence for more than six years being only 25 per 
cent after the former and 4o per cent after the latter. 

While the author began this article with the pur- 
pose of showing the value of radical operation, he is 
obliged to acknowledge the value of radium and 
deep roentgen irradiation since in four of his cases 
this treatment resulted in freedom from recurrence 
for five, four, and three years. All of these cases 
were considered inoperable, but, except in one 
instance, for reasons other than the extent of the 
lesion. Aubrey G. Morean, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Chiari, H.: The Occurrence of Oxyurids in the Hu- 
man Fallopian Tube (Ueber das Vorkommen von 
Oxyuren im menschlichen Eileiter). Arch. f. Path. 
Anat., 1928, cclxix, 730. 


Chiari reviews in detail the complications of 
oxyuriasis that have been reported in the literature 
to date. Oxyurids have been found not only in the 
intestines, but also in the female genital organs 
(vagina, uterus, and tubes), a fact which shows that 
they are not merely harmless intestinal parasites. 
As yet, however, it has not been possible to prove 
that they may be of importance as causes of in- 
flammatory changes. 

The author reports one of his own cases, that of a 
woman twenty years of age who was suffering from 
adnexitis on the right side. As a cure could not be 
achieved by conservative therapy, the right adnexa 
were ultimately removed. The fallopian tube was 
found to contain a female oxyurid with numerous 
ova and a large number of mature oxyurid ova in 
its vicinity. The parasite lay partly in the Jumen 
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of a crypt and partly in the mucous membrane of 
the fallopian tube. The inflammatory exudate in 
the tube consisted mainly of eosinophile leucocytes. 
It could not be definitely determined whether the 
oxyurid had any etiological relationship to the 
inflammation although there was considerable evi- 
dence indicating such a relationship. 
Hirscu-HorrMann (G). 


Madruzza, G.: Ovarian Transplantation Followed 
by the Administration of Thyroid Preparations 
(Ricerche sui trapianti di ovaio seguiti da som- 
ministrazione di preparati tiroidei). Riv. ital. di 
gincc., 1928, viii, 443. 

In experiments on castrated guinea pigs and 
rabbits one series of transplantations of ovary was 
performed without any special treatment and an- 
other series was followed by the administration of a 
glycerin extract of thyroid. The extract was given 
by mouth. The dose of from 2 to 5 drops a day was 
increased to 10 drops by the end of the first week and 
then remained constant up to the twentieth day. A 
month later the animals were killed and the grafts 
examined microscopically. 

The histological examinations showed marked 
necrosis of the grafts and the surrounding tissue. 
Between the graft and the surrounding tissue, there 
was a distinct line of demarcation and in some cases 
a space of varying width. As the changes were the 
same in both the treated and the untreated animals, 
it appears that thyroid extract does not have any 
effect on the taking of such grafts. However, this 
finding does not disprove a stimulating action of the 
ovary and thyroid upon each other.: Such a mutual 
action seems to be demonstrated by both clinical and 
experimental observations. The author suggests 
that possibly the taking of ovarian grafts is de- 
pendent upon the action of a number of endocrine 
glands since after ovariectomy changes have been 
found in the thyroid, suprarenals, thymus, pancreas, 
and hypophysis. Possibly the ovarian grafting 
should not be done until sufficient time has elapsed 
for restoration of endocrine balance. 

Aubrey G. Morcan, M.D. 


EXTERNAL GENITALIA 


Frigyesi, J.: An Operative Procedure for Total 
Extirpation of Vaginal Cancer and the Adjacent 
Parts of the Rectum (Operatives Verfahren zur 
gesamten Extirpation des Vaginalkrebses und der 
angrenzenden Mastdarmpartien). Orvosi  hetil., 
1928, ii, 1241. 

In the introductory part of his article the author 
discusses the unfavorable prognosis of vaginal 
cancer and the reasons therefor. The prognosis is 
unfavorable after early excision as well as after late 
operation with extirpation of all of the genital organs. 
Frigyesi describes the methods of surgical treatment 
for this condition in use up to the present time and 
emphasizes his previously expressed opinion that it 
is unnecessary to amputate the rectum and deprive 


the patient of continence. He describes an operation 
performed successfully on a diabetic patient. 

Under parasacral anesthesia, a vaginal cuff was 
formed from 1% to 2 cm. behind the urethra by a 
deep paravaginal incision extending to the coccyx. 
From this incision the coccygeal and levator ani 
muscles were divided in the vicinity of the coccyx 
and the rectum to obtain an approach to the rectum. 
The bladder was dissected away as far as the plica, 
the peritoneum was opened in the vesico-uterine 
pouch, and the uterus and adnexa were drawn 
forward. From above downward, the ligaments 
were ligated and divided so that the uterus and 
adnexa could be brought in front of the vulva. The 
rectum was then separated from the sacral fossa 
with the fingers introduced into the deep paravaginal 
incision. After ligation of structures of the para- 
colpium, the rectum was drawn out in front of the 
vulva with the aid of a strip of gauze, the peritoneum 
was closed by suturing the vesical peritoneum to the 
sigmoid flexure with interrupted catgut sutures, and 
extraperitoneal fixation of the ligaments and vessel 
stumps in both angles of the wound was done. 

The rectum was then ligated and divided from 4 
to 5 cm. above the parts in the region of the car- 
cinomatous vaginal wall. The distal end was also 
divided between intestinal clamps about 4 cm. above 
the anus. In this way the uterus with the vagina 
and the corresponding portion of the rectum was 
removed. The mucous lining of the remaining anal 
portion was exposed, dissected away, and excised. 
Then a ball forceps was inserted through the sphinc- 
ter and the central end of the rectum was brought. 
into the freshened anal opening with the aid of the 
silk thread used to close the central rectal stump and 
was fastened to the skin with circular interrupted 
silk sutures. The blind vaginal sac was loosely 
packed with tampons, the deep paravaginal incision 
closed in two layers with interrupted sutures, and 
drainage established at the deepest point. 

This method, which is scarcely any more danger- 
ous than radical extirpation of the vagina, meets the 
demands of radical extirpation and does not deprive 
the patient of the function of the sphincter. The 
author recommends it for cases of carcinoma in the 
upper third of the posterior vaginal wall. 

Von LosMayer (Z). 


Graves, W. P., and Smith, G. Van S.: Kraurosis 
Vulve. J. Am. M. Ass., 1929, xcii, 1244. 


Kraurosis vulve begins with vulvitis and pruritis, 
undergoes superficial epidermal changes in the form 
of leukoplakia and deeper dermal changes that re- 
sult in shrinkage and retraction, and terminates 
finally in cancer or a completely regressive change 
that is not entirely immune to cancerous degenera- 
tion. Leukoplakic vulvitis, described by some as a 
disease entity, is an early stage of kraurosis. 

In the leukoplakic stage there is a hypertrophic 
condition of the epithelium associated with chronic 
inflammatory changes in the dermis. Kraurosis is a 
regressive change. In this condition the epithelium 
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is thinner than normal and its papilla are short and 
thin or completely flattened out. The greater 
activity of the epithelial layer in the leukoplakic 
stage has an important bearing on the development 
of cancer. In a study of the tissues from twenty-one 
cases of vulvar cancer, Smith found leukoplakia 
sixteen times and kraurosis fourteen times. The 
apparantly negative specimens were not well pre- 
served or were too small for thorough study. 

The symptoms of kraurosis vulvez are frequency, 
burning on urination, pruritus, local pain, a vaginal 
discharge, a burning sensation in the vagina, and a 
burning sensation on defecation. The vulva has a 
pale-white or gray-white appearance either in 
patches or over its entire surface. It may be smooth 
or wrinkled. Occasionally it presents raised areas. 
the skin is tough, leathery, and dry, and there is 
almost complete absence of hairs. The condition 
may be associated also with genital atrophy, 
tightness of the introitus, vaginal adhesions, ulcera- 
tions and cracks of the vulva, a tumor of the labium, 
and anal fistula. There is progressive atrophy with 
imperfect drainage and irritative inflammation. The 
condition is of gradual development and may be 
present for months or years before relief is sought. 

In the prekraurotic stage the underlying cause 
should be treated. There is usually some interference 
with drainage, which should be corrected—by 
surgery, if necessary. A palliative ointment should 

used. In essential or well-established kraurosis, 

partial or complete vulvectomy should be performed. 

The use of radium and the X-ray is to be condemned. 
E. L. Kine, M. D. 


MISCELLANEOUS 


Macomber, D.: A Statistical and Clinical Study of 
1,000 Cases of Sterility. Am. J. Obst. & Gynec., 
1929, xvii, 621. 

Sterility is a condition involving two persons, 
each of whom may present a distinct problem. It is 
extremely common to find in the wife or the husband 
or both a number of conditions any one of which 
might account for the sterility. 

The author reviews 197 cases of sterility due en- 
tirely to the male, 619 cases due entirely to the 
female, 186 cases due to both the male and the 
female, and 86 cases of incomplete sterility. 

In the 1,070 cases there were 208 full-term preg- 
nancies, 28 miscarriages, and 11 blighted ova, mak- 
ing a total of 247 pregnancies. The incidence of 
pregnancy was therefore 23.1 per cent. The in- 
cidence of full-term pregnancy was 19.4 per cent. 
If 62 cases of incomplete sterility, 41 cases of as- 
permia, the cases of 15 women over forty years of age 
and of 1 man over seventy years of age, the cases of 
5 diabetics and 2 nephritics, and 110 recent cases 
are deducted, the incidence of pregnancy was 28.8 
per cent and the incidence of full-term pregnancy 
24.1 per cent. 

In the discussion, Cary said that in 57 per cent 
of his cases of sterility the condition is due to some 
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condition which prevents union of the sperm cell 
and the ovum. In 33 per cent of the cases the ob- 
struction is in the fallopian tubes. Cary does not 
consider laceration of the cervix a cause of sterility 
unless it gives rise to endocervicitis which prevents 
sperm-cell migration. E. L. Cornett, M.D. 


Gilbert, R., and Eghiayan, A.: The Disturbances of 
the Roentgen Menopause (Contribution 4 |’étude 
des troubles de la ménopause roentgénienne). Acta 
radiol., 1928, ix, 411. 


The authors have made a comparative statistical 
study of disturbances of the artificial menopause 
brought on by removal of the ovaries with or without 
hysterectomy alone, and by _ roentgenotherapy. 
Their own observations are based on fifty cases 
treated by the roentgen ray. They discuss chiefly 
the flashes of heat, arterial hypertension, obesity, 
headache, neuromuscular weakness, psychic dis- 
turbances, loss of memory, sexual disturbances, skin 
troubles, and constipation. 

They conclude that disturbances are less common 
and less severe in the roentgen menopause than in 
the surgical menopause. The differences are less 
marked between the menopause induced by hys- 
terectomy alone and the menopause induced by the 
roentgen ray. 

They believe that in cases of roentgenotherapy 
the destroyed ovarian tissues are absorbed by the 
organism, the absorption resulting in a sort of auto- 
opotherapy which in many cases is sufficient to de- 
crease, if not entirely prevent, the disturbances of 
the menopause. 


King, E. S. J., and Fiddes, J.: A Clinical and Patho- 
logical Study of Endometriosis. J. College Surg. 
Australasia, 1929, i, 303. 


The authors discuss in detail the distribution, 
theories as to origin, macroscopic and microscopic 
appearance, symptoms, diagnosis, and treatment of 
extra-uterine endometrial tissue. 

They state that endometriosis is not uncommon 
and that failure to diagnose it is due to a lack of 
knowledge of its diverse manifestations and _ in- 
sufficient investigation of the material removed at 
operation. Endometriosis is of serious import. - 
Spontaneous recovery, if it occurs at all, is unlikely 
without considerable morbidity. The prognosis de- 
pends largely on the treatment, which at present is 
mainly surgical. Clinical investigation with regard 
to the value of radium irradiation and deep X-ray 
therapy is desirable. 

Because of the ubiquity of the growths in the 
lower abdomen, endometriosis is of importance to 
the general surgeon as well as to the gynecologist. 

Auice F, MAxwett, M.D. 


Heyman, J.: Experiences with Radiological Treat- 
ment of Cancer in Gynecology. Proc. Roy. Soc. 
Med., Lond., 1929, xxii, 801. 


Cancer of the uterus can be cured (absence of 
recurrence for a period of five years or longer) by 
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radiological treatment. The effect of radiation upon 
the tumor cells is a selective one and the healing 
process is a plastic restoration. In cured cervical 
cancer of the portio the cervix and vagina are 
restored to their normal outlines even when there is 
marked destruction before the treatment. Un- 
skillfully applied radiotherapy will not cure the 
cancer and may cause severe damage evidenced by 
necrosis, sloughing, and fistula formation, which may 
not become manifest until after a latent period of 
from six months to several years. 

At Radiumhemmet in the period from 1910 to 
1918 the inoperable cases of cervical cancer made 
up from 80 to 97 per cent of the total number of 
cases of this condition. In ro19, it was concluded 
that attempts to irradiate inoperable cervical cancer 
were justifiable and desirable. While the number of 
inoperable cancers had trebled, the operable cases 
had increased tenfold. During the period from 1914 
to 1923 the incidence of borderline or inoperable 
cases was 74.5 per cent and that of operable cases 
25.5 per cent. 

A review of the results of radium irradiation in 
all types of cervical carcinoma treated in the period 
from 1914 to 1923 showed that of 737 patients 
primarily so treated, 170 (23.1 per cent) were alive 
and free from recurrence five years after the treat- 
ment. Sixteen (2.1 per cent) died soon after the 
treatment. 

Of the 188 of these 737 women who had operable 
cervical cancers, 43.6 per cent obtained a five-year 
cure. If 6 patients who were operated upon subse- 
quently and survived are deducted, the incidence of 
five-year cure was 40.4 per cent. 

The radium treatment consists in the adminis- 
tration of 3 relatively heavy doses within a month at 
intervals of one, two or three weeks and adjusted 
with reference to the reaction and the course of 
healing. Each application takes from nineteen to 
twenty-three hours. The filters are equal to at least 
3 mm. of lead. The total vaginal application is 
4,500 mgm.-hrs. in 3 treatments. Successful results 
require technical skill, a knowledge of the biological 
effects of radium, and individualization of each 
tumor treated. 

Of 46 women with cancer of the corpus, 20 
(43.5 per cent) were alive and well five years after 
the treatment. Of the 25 in this group who were 
classified as clinically or technically operable, 15 
(60 per cent) were alive and free from symptoms at 
the end of five years. In general, the treatment of 
cancer of the fundus is based upon the same princi- 
ples as that of cancer of the cervix, but in the latter 
condition, because of the frequency of vaginal 
metastasis, radium was applied in the vagina and 
uterus even in the absence of evident metastasis to 
the vagina. In fundal carcinoma the vaginal dose 
was limited to two-thirds of the total vaginal dose 
which is usually given in cervical cancer, i.e., about 
3,000 mgm.-hrs. If haemorrhage appeared within 
two months after termination of the treatment or 
if evidence of recurrence appeared, panhysterec- 


tomy was done. Pyometria is always a sign of re- 
currence. 

The author’s small series of cases of cancer of the 
ovaries seems to indicate that in this condition 
radiological treatment alone does not yield lasting 
results and a combination of surgery and irradia- 
tion is necessary. If possible, the growth is re- 
moved. When the growth is inoperable, X-ray 
treatment is begun with small daily suberythema 
skin doses on small abdominal skin fields. Repeated 
blood counts are of value. Leucopznia or a relative 
lymphopenia indicate over-irradiation. If the 
tumor becomes smaller and mobile, operation is 
done four weeks after the last X-ray treatment and 
irradiation is carried out postoperatively. Patients 
operated upon incompletely are treated radiolog- 
ically in the same way. In advanced inoperable 
and recurrent cases only palliative effects are to be 
expected from X-ray treatment. Prophylactically 
treated patients are given one intra-uterine applica- 
tion of radium. X-ray therapy is the main factor 
in the treatment of ovarian carcinoma. 

Carcinoma of the vulva requires combined 
treatment with electro-endothermy, the X-ray, and 
radium, local and at a distance. Myoma is 
treated by roentgen irradiation almost exclusively. 

In conclusion, the author states that the success 
of radiotherapy in gynecological cases at Radium- 
hemmet must be attributed to the technique of a 
well-equipped radiological clinic, experience, and 
coéperation of the pathologist, physicist, and 
clinicians. Autce F. Maxwe.t, M. D. 


Mikulicz-Radecki, F. von: The Operative Treat- 
ment of Urinary Incontinence (Zur operativen 
Behandlung der Incontinentia urinae). Zentralbl. f. 
Gynaek., 1928, p. 3075. 


Successful treatment of urinary incontinence in 
the female requires an exact knowledge of the normal 
closing mechanism of the bladder. In the last decade 
our knowledge regarding this closure has been con- 
siderably increased, with the result that a number of 
operations previously performed have been aban- 
doned in favor of others which are more in con- 
formity with the physiology of bladder closure. 

In order to determine the value of the latter pro- 
cedures the author studied thirty-seven cases of 
urinary incontinence operated upon by Stoeckel in 
the last five years. In twenty-nine of these cases the 
incontinence was due to the trauma of labor. It 
either followed delivery immediately (usually 
operative delivery) or developed later in association 
with prolapse of the genital organs or the formation 
of a urethrocele. In 60 per cent of the cases injuries 
of the sphincter due to the trauma of labor were 
apparent on inspection before or at the time of 
operation. In five cases the cause was a gynecological 
operation; in one case, radium irradiation of the 
urethra for carcinoma; and in one case, a mal- 
formation. In another case a primarily psychic 
incontinence was aggravated by an unnecessary 
operation. 


fr 
ir 
tl 
fe 
n 
il 
a 


GYNECOLOGY 


Among the clinical findings of interest was the 
frequent presence of a urethrocele as a cause of the 
incontinence (fourteen cases). 

Twelve cases are reported in detail. In nine of 
these, from one to nine operations had been per- 
formed previously. In six of the latter there were 
marked defects in the bladder neck and the urethra; 
in three, there was extensive destruction of the 
sphincter; and in three there were scars in the 
anterior wall of the vagina. 

In fifteen cases the treatment consisted in direct 
muscle plasty. Fourteen of these fifteen cases were 
cured. In nine cases a pyramidalis plasty was done, 
with successful results in six. In fifteen cases (two 
cases of recurrence following the procedures just 
mentioned) the uterus interposition operation was 
done, sometimes in combination with reconstruction 
of the urethra. Of eight mild cases in this group all 
were cured. Of seven severe cases, four were cured 
and in one the condition was considerably improved. 
The one failure occurred in the case of a patient who 
came for treatment when she was inoperable. If we 
exclude two such cases and the case which was 
previously treated with radium and in which the 
prognosis was unfavorable, the incidence of cure was 
94 per cent. 

Such results are dependent upon not only a good 
technique but also correct indications for the 
procedure used. Direct muscle plasty is the method 
of choice for all uncomplicated cases (tears of the 
sphincter, urethrocele). Pyramidalis plasty is 
indicated when it is necessary to liberate extensive 
adhesions and prevent their recurrence and when, in 
the presence of particularly severe injuries of the 
sphincter, it is necessary to supplement the direct 
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muscle plasty. The uterus interposition operation— 
the most certain method—is to be considered in 
cases of urinary and vesicovaginal fistula, loss of the 
sphincter, and complete loss of the urethra. 
Mikuticz-Rapecai (G). 


Babcock, W. W.: The Vaginal Approach for Certain 
Intraperitoneal Operations. Am. J. Obst. & 
Gynec., 1929, xvii, 573. 

Vaginal section has never been popularized despite 
the enthusiasts who have urged its advantages. 
Nevertheless there are conditions in which it has a 
lower mortality and morbidity than an incision 
through the anterior abdominal wall and access to 
the field of operation is more direct and at least no 
more difficult than in anterior abdominal section. 

Vaginal section is of value particularly for opera- 
tions within the pelvis in the cases of obese women 
with a relaxed or lacerated outlet. It has the dis- 
advantage of limiting exploration of the abdominal 
structures above the pelvic brim, but even delicate 
conservative operations upon the uterus, tubes, or 
ovaries, shortening of the uterine ligaments, and 
operations upon the rectum, pelvic colon, lower 
ureters, appendix, and small intestine may be carried 
out by the vaginal route, often with greater facility 
than through a thick abdominal wall. 

For operations requiring dependent drainage or 
the greatest possible exposure and for operations 
upon the rectum, intestine, and appendix, posterior 
colpotomy is to be preferred. For operations upon 
the base of the bladder and the ureters and for con- 
servative operations upon the uterine ligaments and 
adnexa, anterior colpotomy gives more direct access. 

E. L. Cornett, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Kraul, L., and Rippel, J.: Experiences with the 
Zondek-Aschheim Test for Pregnancy (Erfah- 
rungen mit der Zondek-Aschheimschen Schwanger- 
schaftsprobe). Zentralbl. f. Gynaek., 1929, p. 22. 


The authors applied the Zondek-Aschheim test in 
the cases of thirty women, most of whom presented 
difficulties in diagnosis. They affirm, on the whole, 
accuracy of this test. Of thirteen cases of very early 
pregnancy, some of them, those of young women 
with hypoplastic uteri and others, those of multi- 
pare with very large uteri, the reaction was positive 
in twelve and the diagnosis was later verified. In the 
one case in which the diagnosis was not made by the 
test, only one test mouse instead of the usual five 
was used. In the three cases in which the test was 
negative (one with an abundant quantity of the 
ovarian hormone in the urine), the absence of 
pregnancy was verified by the later course of events. 
In one case, in which there was a large, broad-based 
tumor of the ovary adherent to the uterus, laparot- 
omy for removal of the growth was decided upon 
on the basis of the negative result of the test. In 
two cases of myomatous uterus and in one case of 
volvulus of an ovarian tumor an associated preg- 
nancy was correctly diagnosed. The sensitiveness of 
the reaction verified the diagnosis of a three-weeks’ 
fetus made by palpation of the bleeding uterus. 
Like Zondek and Aschheim, the authors found the 
reaction positive in extra-uterine pregnancy while 
the fetus was still alive and negative a few days 
after its death. They also confirmed the presence of 
an abundant quantity of the hormone of the an- 
terior lobe of the hypophysis in a case of hydatid 
mole; likewise the presence of abundance of the 
ovarian hormone in the urine in the days following 
the death of the fetus. 

In the theoretical discussion at the end of the 
article the authors discuss the questions as to why, 
despite the presence of large amounts of the hor- 
mone of the anterior lobe of the hypophysis, ovula- 
tion ceases during pregnancy and why, deSpite the 
excretion of an abundant quantity of the ovarian 
hormone in the urine, the formation of follicles is 
absent during the puerperium. They offer no ex- 
planation for these apparent contradictions. The 
dependence of the reaction upon the presence of a 
living fetus suggests that the hormone of the anterior 
lobe of the hypophysis may be formed also in the 
placenta. Are these two hormones excreted during 
the period when they are not of use? The organs 
are by no means organo-specifically affected. The 
effects of the hormone of the anterior lobe of the 
hypophysis can be inhibited by the coincidental 
administration of adrenalin. Insulin is also effective 


in this respect; likewise thyroxin and adrenalin with 
which, as with the administration of the ovarian 
hormone, the course of pregnancy may be disturbed. 
In any case, the condition of the affected organs 
also plays a réle in the hormone effect. Firescu (G). 


Falls, F. H.: Hyperthyroidism Complicating 
Pregnancy. Am. J. Obst. & Gynec., 1929, xvii, 530. 


Many of the nervous symptoms noted in preg- 
nancy are probably due to abnormal activity of the 
thyroid gland induced by the pregnant state. Mild 
hyperthyroidism is a not uncommon complication 
of pregnancy and requires no special treatment. 
Symptoms of exophthalmic goiter may manifest 
themselves first during pregnancy. When they are 
present before conception they are usually aggra- 
vated during pregnancy but in some cases become 
less marked. ‘The vomiting and toxic symptoms 
of exophthalmic goiter during pregnancy may be 
diagnosed erroneously as hyperemesis gravidarum. 

Women with this condition during pregnancy are 
best treated conservatively with bed rest and Lugol’s 
solution as long as improvement occurs. Operation 
should be performed only when medical manage- 
ment fails or should be delayed if possible until the 
thirty-fifth week when premature delivery will be 
harmless to the baby. In cases of exophthalmic 
goiter and toxic adenoma, operation, if skillfully 
performed, offers a fairly good chance for the baby 
even when it is done early in pregnancy. The 
maternal mortality has been as low as 0.5 per cent 
and the average maternal mortality is 1 per cent. 

Toxic adenomata are also best treated conserv- 
atively unless the pressure or toxic symptoms are 
too severe, when lobectomy is indicated. 

Labor is well supported but to spare the woman 
as much as possible it is advisable to shorten the 
second stage by operative intervention when condi- 
tions are favorable. 

Seriously intoxicated patients who are first seen 
late in pregnancy and do not respond to medical 
treatment are best delivered by vaginal or ab- 
dominal cwsarean section. 

In the author’s experience, babies born of mothers 
with hyperthyroidism, mild exophthalmic goiter, or 
toxic adenoma have shown no clinical evidence of 
goiter. E. L. Cornett, M.D. 


Dieckmann, W. J.: The Hepatic Lesion in Eclamp- 
sia. Am. J. Obst. & Gynec., 1929, xvii, 454. 


According to the author’s theory, the lesion of 
eclampsia may be produced by substances entering 
the portal circulation from the intestine. Under 
normal conditions these substances are neutralized 
or disintegrated in the circulation, but when the 
neutralizing substances (proteolytic enzymes) are 
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being used up in the reaction to placental elements 
constantly entering the blood stream the absorbed 
substances cause a marked decrease in the coagu- 
lation time in the portal system with resulting 
thrombosis in the portal capillaries. 

In experiments on dogs, Dieckmann was able to 
produce portal thrombosis by injecting tissue fibrino- 
gen into the portal vein and the peripheral circula- 
tion. When the dosage was kept within the limits 
for the individual dog it caused marked peripheral 
necrosis with haemorrhage. 

The author hopes to obtain the same results from 
the oral administration of tissue fibrinogen. His 
findings to date confirm his theory. 

In conclusion, Dieckmann says that if both 
peripheral injection and oral administration of the 
tissue fibrinogen give positive results it will be 
possible to explain the lesion of eclampsia in the 
liver and why the preventive treatment of eclamp- 
sia, namely, limitation of protein in the diet in the 
last months of pregnancy and maintenace of good 
intestinal elimination, has been so effective. 

E. L. Cornett, M.D. 


Kouwer, B. J.: Fatal Intra-Abdominal Haemor- 
rhage at the End of Pregnancy Caused by 
Decidual Excrescences on the Posterior Wall of 
the Uterus; Very Extensive Necrosis of the 
Hepatic Cells as in Eclampsia (Hémorragie 
léthale intra-abdominale 4 la fin de la grossesse 
causée par excroissances déciduales sur la paroi 
postérieure de la matrice; nécrose fort étendue des 
cellules hépatiques comme dans_ l’éclampsie). 
Gynéc. et obst., 1929, Xix, 34. : 

The patient whose case is reported was a woman 
thirty-nine years of age who became pregnant after 
twelve years of sterility. Her last menstruation 
occurred from March 2 to 7. Early in April she had 
a slight loss of blood and experienced occasionally 
attacks of slight vertigo. She did not vomit. On 
April 20 she consulted a surgeon because of pain. 
He found no indication of appendicitis. ‘The uterus 
seemed slightly larger than normal. On May 7 there 


was a slight metrorrhagia, and on the night of May. 
10 to 11 there was slight pain in the lower part of the ~ 


abdomen. Examination by the author the next day 
revealed in the cul-de-sac of Douglas a solid, not 
painful mass compressing the uterus on the right 
and above. Since no tumor had been discovered by 
the surgeon three weeks previously, Kouwer made 
a diagnosis of retro-uterine hamatocele. 

During a period of rest in bed there was slight 
pain in the right iliac fossa and some nausea. 
Laparotomy performed on May 21 revealed that the 
rounded mass on the right side, which had been 
thought to be the fundus of the pregnant uterus, was 
an ovarian cyst the size of a mandarin orange, and 
that the supposed hamatocele was the pregnant 
uterus with a fibromyoma in the posterior wall and 
several smaller fibromyomatous nuclei. A small cyst 
of the left ovary was accidentally broken and from it 
a small quantity of a brownish watery fluid was 
evacuated. The tubes were normal. The right 
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ovarian cyst was removed. The appendix showed no 
trace of inflammation. Its antimesenteric border 
was covered by a layer of small decidual excrescences. 

The patient recovered and the pregnancy con- 
tinued. ‘Toward the end of August there was a 
persistent cramp of the uterus without the character- 
istic rhythm of labor pains. On the night of Decem- 
ber 8 to 9 the pains became accentuated but did not 
resemble true labor pains. On the following day 
palpation elicited pain throughout the abdomen. 
The uterus was extremely sensitive and responded 
to every touch with long contractions. The patient 
discovered that she could relieve the pain by lying on 
her side. The next day, an hour after lunch, she had 
a sudden attack of very severe and continued pain. 
Palpation of the inferior pole of the uterus was ex- 
tremely painful. The uterine cervix was not 
shortened. The pulse was very small and rapid. An 
injection of morphine caused no change. 

During laparotomy the fetal heart sounds stopped 
and a considerable quantity of fluid blood and clots 
escaped. The probable source of the haemorrhage 
was the extensive layer of decidual excrescences on 
the posterior wall of the lower segment of the uterus. 
There was no sign of bleeding within the uterus. 
The dead fetus was well developed. ‘The placenta 
was not detached. The uterus was amputated. The 
patient died soon after she was returned to bed. 

At autopsy the liver was found to be pale. Micro- 
scopic examination showed very extensive necrosis 
of the hepatic cells. The appearance of the cells was 
similar to that noted in eclampsia and in certain 
cases of uteroplacental apoplexy. Decidual tissue 
covered a large part of the posterior surface of the 
inferior pole of the uterus, the ovaries, the appendix, 
and here and there the adjacent peritoneum. This 
tissue was abdundantly vascularized. No gaping 
artery or vein was found at operation or autopsy. 
The degeneration of the hepatic cells seemed to be 
an undeniable sign of intoxication of pregnancy 
although there had been no albuminuria, glycosuria, 
cedema, vomiting, or malaise. ‘The extremely 
vascular decidual layer, the exaggerated reaction to 
pregnancy, seemed to have predisposed to rupture. 
Probably the distention of the lower pole of the 
uterus preparatory to labor furnished the ultimate 
cause. It is probable also that there was some rela- 
tion between the intoxication and the exceptional 
decidua) reaction. PACE. 


Hellmuth, K.: Spontaneous Rupture of the Uterus 
in the Scar of a Cervical Intraperitoneal Cz- 
sarean Section, and a Discussion of the Ques- 
tion as to Whether the Broadened Indications 
for the Modern Cesarean Section Are Justified 
(Ueber spontane Uterusrupturen in der Narbe nach 
cervicalem intraperitonealen Kaiserschnitt, zugleich 
ein Beitrag zur der Frage: Ist die erweiterte Indi- 
kationsstellung bei der modernen Schnittentbindung 
zu befuerworten?) Muenchen. med. Wehnschr., 1928, 
ii, 1626. 


To the previously reported sixteen cases of spon- 
taneous rupture of an old cesarean section scar in a 
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subsequent pregnancy and labor the author adds 
three cases of his own. In the first instance the rup- 
ture of the old scar was discovered accidentally during 
the third cawsarean section. In the two others serious 
symptoms developed during the second labor after 
the casarean section and the rupture was found in 
the ensuing laparotomy. In the first case a supra- 
vaginal hysterectomy was done, but in the two others 
a conservative operation was performed with suture 
of the uterus in three layers. Recovery resulted in all 
three cases. 

The author emphasizes that every woman who has 
had an abdominal section should be considered liable 
to rupture of the uterus in a later pregnancy or de- 
livery and should therefore be delivered after ca- 
sarean section ina hospital. ‘The danger of such rup- 
ture is particularly great in cases of placenta praevia 
in which the placental site is over the region of the 
scar, 

Because of the possible dangerous consequences in 
pregnancy and labor after a cesarean section, the 
author urges restriction of the indications for abdom- 
inal section and a return to the test of labor as a basic 
principle. Von Wetnziert (G). 


Mendenhall, A. M.: Solution of Pituitary and 
Ruptured Uterus. J. Am. M. Ass., 1929, xcii, 
1341. 


Mendenhall warns against the unfavorable ef- 
fects of pituitary extract on both the mother and 
the child. In the case of the child these include in- 
tracranial haemorrhage and asphyxia, and in the 
case of the mother premature separation of the 
placenta, serious lacerations of the cervix and peri- 
neum, serious postpartum haemorrhage, shock, 
collapse, and rupture of the uterus. While the pressor 
action of pituitary extract and its effect on isolated 
uterine muscle have been studied thoroughly and 
much progress has been made toward obtaining a de- 
pendable product, we are still confronted with the 
fact that two ampoules from the same package may 
vary widely in their effect on the woman in labor. 
The action often begins within four minutes after 
the hypodermic injection and may continue for 
from twenty to thirty minutes. When the action 
has once begun it continues without interruption 
until the force of the drug is spent. There is no 
satisfactory antidote to an overdose of the drug. 

In ruptured uterus the chief problem is to decide 
whether the abdomen is to be opened. Statistics 
seem to indicate conservative treatment as packing 
from below produces much less trauma and shock 
and is less apt to be followed by sepsis. However, if 
conditions prevail which preclude a reasonably safe 
delivery of the baby by way of the vagina a laparot- 
omy becomes necessary. 

The author summarizes his conclusions as follows: 

1. Solution of pituitary is a valuable drug for 
postpartum hemorrhage. 

2. It is probably safe in the third stage of labor. 

3. It is probably safe in the induction of labor if 
it is used cautiously and in properly chosen cases. 


4. It is never safe in the first stage of labor. 

5. It is rarely if ever safe in the second stage of 
labor. Its use is of value chiefly to the accoucheur 
instead of to the mother or the baby. Other ob- 
stetrical procedures are nearly always safer. 

6. There can be no rule as to the treatment of the 
ruptured uterus, but the attendant must remember 
that conservation may often save life when a radical 
procedure would prove fatal. 

Rotanp S. Cron, M.D. 


Solieri, S.: Circumscribed Painful Tetany of the 
Pregnant Uterus as a Cause of Detachment of 
the Normally Inserted Placenta (Tetania 
circoscritta dolorosa dell’utero gravido e distacco 
prematuro della placenta normalmente inserta). 
Clin. ostet., 1928, xxx, 869. 

Some years ago, by a case in which he performed a 
hysterectomy for torsion of an abdominal tumor, the 
author was led to believe that there may be a cir- 
cumscribed tetanic contraction of a part of the wall 
of the pregnant uterus. In the case cited he found 
the uterus rotated 180 degrees on its longitudinal 
axis. It contained the detached placenta, and its 
wall was spastically contracted at the insertion of 
the left tube. Solieri concluded that the local tetany 
was the cause of the rotation, but was unable to 
prove this assumption. In this article he reports a 
case which he thinks absolutely confirms his theory. 

The patient was a woman thirty-nine years of age 
who was pregnant for the fourth time. Her other 
pregnancies had been normal. In the fifth month of 
the fourth pregnancy, after an intestinal disturbance, 
she began to have spasmodic pain in the abdomen 
and uterine hamorrhage. On her admission to the 
hospital, examination showed a smooth tumor as 
hard as wood in the right horn of the uterus. Pressure 
on the tumor was particularly painful. The neo- 
plasm was as large as a fist and disappeared gradually 
into the wall of the uterus. A diagnosis of intra- 
mural myoma was made and a subtotal hysterectomy 
performed. 

When the specimen was laid on a table the tumor 
began to increase in size. After about a quarter of an 
hour there was no tumor at all. After completion of 
the operation, examination showed premature de- 
tachment of a normally inserted placenta; at least 
a third of the placenta was detached. Above the 
detachment, at the site of the tumor, the wall 
was somewhat thicker than the rest of the wall of 
the uterus. There was no hemorrhagic infiltration 
of the wall except for a zone about 6 cm. square on 
the posterior part immediately below where the 
tumor had been. 

This case proved that a circumscribed tetany of 
the pregnant uterus is possible and may cause 
premature detachment of the placenta. In some 
pregnant women there is a constitutional mechanical 
and electrical hyperexcitability of the nervous 
system which creates a predisposition to partial and 
general spasm. This is a condition of spasmophilia. 
None of the factors which cause spasm in pregnancy 
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are effective unless they act on such a latent con- 
dition of spasmophilia, but mechanical, nervous, or 
chemical irritations acting on such a predisposition 
may cause local tetany of the uterus and detachment 
of the placenta. Auprey G. Morean, M.D. 


Rhenter, J., and Pigeaud, H.: Abortion Caused by 
Vicious Insertion of the Placenta (Contribution 
a l’étude des avortements provoqués par une insertion 
vicieuse du placenta). Gynéc. et obst., 1928, xviii, 464. 


Among fifty cases of spontaneous abortion seen by 
the authors there were four in which the abortion 
was evidently due to placenta previa. The fetus was 
expelled after from three and a half to five months 
and the placenta showed the characteristics of 
vicious insertion, being inserted at the lower pole of 
the fetus, flattened, very thin, appearing in places as 
if divided, and on its maternal surface presenting 
many blackish clots. 

The authors believe that about 15 per cent of 
spontaneous abortions are caused by vicious in- 
sertion of the placenta. They tried to determine 
why in many of these cases of vicious insertion the 
placenta is expelled before the fifth month while in 
others it is carried almost to term. They concluded 
that the abortion is not caused simply by the death 
of the fetus in the uterus as the fetus may live when 
the placenta is inserted on the wall of the tube, the 
cellular tissue of the broad ligament, or even the 
peritoneum. ‘The real cause of the abortion is 
absorption, between the fourth and fifth months, of 
the part of the decidua that lies over the cervix. 
This leaves the chorionic villi exposed and-results in 
haemorrhages which at first are slight but become 
progressively more severe. Sometimes the blood 
collects and forms a clot of varying size which is 
ultimately expelled by a more copious hemorrhage. 
The consequent mechanical irritation of the cervix 
finally provokes contractions of the uterus with 
expulsion of the fetus. 

The authors think that in the cases that progress 
almost to term the placenta is marginal at first. As 
there are no villi over the cervix, haemorrhage does 
not necessarily take place, but as the placenta grows 
it finally extends over the cervix. The central villi 
then rupture and cause hemorrhage and abortion. 

Auprey G. Morcan, M.D. 


LABOR AND ITS COMPLICATIONS 


Henry, J. R., and Jaur, L.: Epidural Anesthesia in 
Obstetrics (De l’anésthesie épidurale en obsté- 
trique). Gynéc. et obst., 1929, xix, 19. 

This article deals particularly with anesthesia in- 
duced by injection of the anesthetic into the epidural 
tissues of the sacral canal through the sacrococcygeal 
hiatus. A high epidural injection is made with a long 
needle (a spinal anesthesia needle) penetrating from 
4 to 5 cm. into the sacral canal. It is followed by 
complete anesthesia of the entire posterior tract. 
Labor is interrupted and does not resume its course 
until after the return of sensibility. The low 
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epidural injection is made with a shorter needle 
(Pauchet’s local anesthesia needle, a needle called 
the ‘“‘epidural needle,” or a serum needle) which is 
inserted from 1 to 3 cm. into the sacral canal. It 
completely anzsthetizes the perineum, vulva, 
vagina, and levatores, and sometimes the uterine 
cervix. It brings about a diminution of the pains of 
the dilatation period, renders the passage of the head 
through the perineum painless, and, in relaxing the 
perineum, facilitates expulsion of the fetus. It does 
not modify the uterine pains. 

The advantages of epidural anasthesia over spinal 
anesthesia and over general anesthesia are its 
greater safety, the absence of shock and of general 
disturbances, the long duration of the anesthesia 
(from two to three hours), and, in low epidural 
anesthesia in particular, the absence of the danger 
of uterine inertia from paresis. The chief dis- 
advantage of low epidural anesthesia is the absence 
of anesthesia of the uterus, and that of high epidural 
anesthesia, the danger of serious hemorrhage during 
delivery. 

High epidural anesthesia should be reserved for 
cases in which it is desired to stop labor for two or 
three hours, for certain versions brought about by 
difficult external maneuvers, and for versions by 
interna] maneuvers which are rendered difficult by 
uterine contraction. 

Low epidural anesthesia, which is almost harm- 
less, may be used in cases in which it is desired to 
terminate dilatation or to obtain expulsion and 
delivery without pain, and in cases of obstetrical 
interventions, especially the application of forceps. 
It is less favorable for versions by internal maneu- 
vers. In cases in which perineorrhaphy is necessary 
it is the procedure of choice. 

Twenty illustrative cases are reviewed. 


Lull, C. B.: Czesarean Section. 
Gynec., 1929, Xvii, 403. 


PACE. 


Am, J. Obst. & 


This article is based in 109 caesarean sections per- 
formed in 2,161 deliveries. Ether was given 104 
times, nitrous oxide-oxygen was given twice, and 
local anesthesia was induced three times. 

The classical type of operation was done in all of 
the cases. Myomectomy was performed once and 
celiohysterectomy three times. Fifteen patients who 
had been previously subjected to casarean section 
were sterilized. Fifty-one of the patients had been 
operated upon before at the onset or very shortly 
after the onset of labor. One hundred and three pa- 
tients had unruptured membranes at the time of op- 
eration. In 1o cases there was no morbidity. Seven 
patients died, a mortality of 6.4 per cent. Nine babies 
were stillborn or died shortly after birth. 

Women who were operated upon before or at the 
onset of labor had a much less stormy convalescence 
than those who were operated upon after they had 
been in labor for several hours. 

In the discussion, LONGAKER called attention to 
the need for a clear definition of the test of labor. He 
emphasized that labor in the first stage is not a test 
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of labor even if it continues for twelve hours or longer. 
He believes that spinal anesthesia is very practical 
and as safe as any method of anwsthesia can be 
safe. For women with a cardiac condition he advised 
the use of chloroform. E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Dmitrovsky, G. A.: Puerperal Infections Treated 
by Besredka’s Method (Les infections puerpérales 
traitées suivant la méthode de Besradka). Gynéco- 
logie, 1929, Xxviii, 15. 

Besredka’s method of applying vaccine locally 
was used in more than twenty cases of puerperal and 
gynecological infection. A filtrate was made from 
the discharge in the given case and applied locally by 
means of intra-uterine and intravaginal tampons. 
Generally from 4 to 8 c. cm. of the filtrate were used 
for each application, and the application was re- 
peated from four to eight times. In most of the cases 
staphylococci were found; in five cases, diplococci; 
and in three cases, streptococci. The tampons were 
left in place at first for only from six to twelve hours, 
but later for twenty-four hours. 

Under this treatment the wound surfaces rapidly 
became clean. After the second day the purulent 
secretion could be removed with a bit of cotton and 
scarlet granulations appeared. The turbid secretion 
became clear and the pathological flora was replaced 
by a normal type. There was an increase in the 
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number of leucocytes, both neutrophils and Jympho- 
cytes. There were no complications and no signs of 
anaphylaxis. Urticaria developed in one case but did 
not appear to have any relation to the treatment. 
In the author’s opinion, Besredka’s method is of 
value for both the prophylaxis and the treatment of 
puerperal infections. Auprey G. Morcan, M.D. 


NEWBORN 


Hampson, A. C.: Grave Familial Jaundice of the 
Newly Born. Lancet, 1929, ccxvi, 429. 


In grave familial jaundice of the newborn the 
yellow tinge usually appears on the first day. The 
temperature is normal. The stools are normal in 
color, but the urine contains an excess of urobilin 
and frequently shows bilirubin. As a rule the liver 
and spleen are not enlarged. In untreated cases the 
condition is progressive, but in seventeen of eighteen 
cases treated with serum which are reviewed by the 
author recovery resulted. In the one exception the 
treatment was not begun until the seventeenth day, 
when the child appeared moribund. 

In conclusion, Hampson emphasizes that jaundice 
occurring within the first twenty-four hours after 
birth should always be regarded as serious, and that 
jaundice which does not appear until the second day 
should be regarded as equally serious when there is 
a familial history of infant deaths from jaundice. 

Rovanp S. Cron, M.D. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Sokolov, N.: Congenital Malformations of the 
Kidneys (Angeborene Missbildungen der Nieren). 
Vestn. Chir., 1928, xii, 166; xiii, 260, 141. 

This report is based on the protocols of 50,198 
autopsies performed at the Obuchov Hospital during 
the years 1890 to 1927 and 5 of the author’s own 
operative findings. ‘The different malformations of 
the kidneys are classified into the following 6 groups: 
(1) renal aplasia, (2) renal hypoplasia, (3) congenital 
renal dystopia, (4) fused kidney, (5) cystic de- 
generation of the kidney, and (6) various other renal 
malformations. 

Unilateral aplasia of the kidney was found in 51 
(o.1 per cent) of the cases. In 28 it was on the right 
side. It occurred 34 times in males (33,664 autopsies) 
and 17 times in females (16,534 autopsies). Simul- 
taneous absence of the ureter was found in 12 of the 
51 cases, arudimentary ureter in 2, a blind protrusion 
of the bladder on the side of the missing kidney in 2, 
and a cyst of the ureter in 1, The condition of the 
ureter in the remaining 34 cases was not stated. 
Hypertrophy of the other kidney was reported in 
the protocols of 29 cases. In the remaining cases 
there was disease of the other kidney. In 2 cases 
dystopia of the other kidney was found.. In 4 cases 
there was malformation of the genital system. 

Hypoplasia of the kidney was encountered in 50 
(o.1 per cent) of the cases. Twenty-nine of the sub- 
jects were males. The incidence of the condition was 
0.08 per cent in males and 0.13 per cent in females. 
More minute details regarding this anomaly (size, 
arrangement of the blood vessels, microscopic 
structure, etc.) could not be determined from the 
protocols. 

Congenital dystopia of the kidney occurred in 42 
(0.08 per cent) of the cases. In 2 it was bilateral. 
This anomaly occurs with equal frequency in both 
sexes and on both sides. Iliac dystopia was found in 
5 of the cases reviewed, pelvic dystopia in 11 cases, 
and lumbar dystopia in 1 case. In the protocols of 
the remaining 25 cases the site of the displacement 
was not given. Diseases of the dystopic kidney were 
reported in 32 protocols (nephritis and degeneration 
in 27, hydronephrosis in 2, pyonephrosis in 1, 
atrophy in 1, and hypernephroma in 1). 

Fused kidney was found in 66 cases (0.13 per 
cent). Its incidence in males was 0.13 per cent and 
its incidence in females 0.12 per cent. In 57 cases it 
was bilateral (horseshoe kidney in 53 cases and 
shield-shaped kidney in 4 cases). Disease of the 
fused kidney was found 37 times (inflammation and 
degeneration in 30 cases, hemorrhagic nephritis in 2 
cases, nephrolithiasis in 2 cases, pyelonephritis in 2 
cases, and hypoplasia in 1 case). 


Congenital cystic degeneration occurred in 246 
cases (0.5 per cent). Polycystic degeneration was 
encountered in 192 cases. In 176 (92 per cent) it 
was bilateral, in 6 it occurred on the right side, and 
in ro it occurred on the left side. Its incidence was 
0.4 per cent in males and 0.3 per cent in females. 
Simultaneous cystic degeneration of other organs 
(liver) was found in 39 cases (20 per cent). In 144 
cases (75 per cent) there was disease of the heart or 
the blood vessels. Solitary cysts were found in 54 
cases (0.1 per cent). In 6 (11 per cent) they were 
bilateral. 

The remaining malformations were encountered in 
4 cases (0.008 per cent). Among these there was 1 
supernumerary kidney. Nemitov (Z). 


Lindblom, A. F.: Hydronephrosis Caused by a 
Band Containing an Aberrant Renal Vessel; 
Roentgen Diagnosis Verified at Operation 
(Hydronéphrose causée par une bride contenant un 
vaisseau rénal aberrant; diagnostic radiographique; 
vérification opératoire). Acta radiol., 1928, ix, O11. 


The author reports a case of hydronephrosis due 
to an aberrant renal vessel in which the direction of 
the vessel was determined roentgenographically be- 
fore operation. Of great aid in the diagnosis was a 
lateral roentgenogram of the renal pelvis which had 
been rendered opaque by contrast medium. 

Lindblom emphasizes the importance of always 
making a lateral roentgenogram when the diagnosis 
is doubtful. In cases of horseshoe kidney, for ex 
ample, a lateral view is of particular value as it 
shows the ureters in the shape of an arch in front of 
the horseshoe. 


Smith, G. G.: Fifty Cases of Renal Infection. J. 
England J. Med., 1929, cc, 867. 

This article deals with 50 cases selected from a 
series of 100 which were first diagnosed as pyelitis or 
pyelonephritis but later as merely renal infection. . 
The possible causes of the condition were infected 
teeth and tonsils and gastro-intestinal disturbances 
such as colitis and duodenal ulcer. Thirty-five of 
the patients were females. In 27 cases the condi- 
tion was chronic. 

The typical acute pyelitis began with symptoms 
of cystitis—frequency, burning, and hematuria. 
Two or three days later there was pain in the kidney 
region. The temperature was elevated. The treat- 
ment consisted in rest in bed, free catharsis, re- 
striction of the diet, the forcing of fluids, alkaliniza- 
tion of the urine, and daily lavage of the bladder 
with a 1:1,000 solution of mercurochrome. 

Of the 27 chronic cases, the pyelograms were 
normal in 8, slightly abnormal in 9, and definitely 
abnormal in 6. The conditions in the last group 
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were: (1) a double ureter and pelvis on the left side; 
(2) megalo-ureter on the left side; (3) 8-0z. hydro- 
nephrosis on the right side and destruction of 
the left kidney; (4) obstruction at the uretero- 
pelvic juncture on the left side; (5) hydronephrosis 
and ulcerated calyx; and (6) abscess of a calyx. 

In the chronic cases the treatment consisted in 
hygienic measures, the use of urinary antiseptics 
such as methenamin, methylene blue, and coprokol; 
the use of a bacteriophage and vaccines (useless) ; 
and lavage of the pelvis of the kidney with 1 per 
cent silver nitrate. The only effective procedure 
was the pelvic lavage. 

Harry W. PLaGGemeyer, M. D. 


Dourmashkin, R. L.: A Roentgen-Ray Sign in the 
Diagnosis of Unilateral Renal Tuberculosis. 
J. Urol., 1929, xxi, 455. 


In a large percentage of cases of unilateral renal 
tuberculosis examined by the author obliteration of 
the pelvic curve of the ureter was revealed by a 
shadowgraph catheter on the affected side. As the 
pelvic curve of the ureter varies greatly in different 
persons, the sign was regarded as of value only when 
both ureters were outlined by opaque catheters and 
marked asymmetry was noted. 

The obliteration of the curve was attributed to 
shortening of the ureter by the tuberculous lesion. 
It may be produced also in conditions other than 
tuberculosis. Whenever it is observed, a uretero- 
pyelographic study should be made. When the sign 
is noted in cases without apparent lesions it may be 
due to straightening out of the ureter by a stiff 
catheter acting as a splint. The frequency with 
which it occurs in tuberculosis renders it of value in 
doubtful cases of this condition. 

Joun G. Curetuam, M.D. 


Legueu and Rico: Tuberculosis of the Kidney 
Apparently Cured by Vaccination (Tuberculoses 
rénales prétendues guéries par la vaccination). 
J. d'urol. méd, et chir., 1929, xxvii, 52. 

The authors report two cases of tuberculosis of the 
kidney apparently cured by vaccination. 

The first case was that of a man who was treated 
for some time with Vaudremer’s vaccine. Under this 
treatment the patient gained 12 kgm. and the bacilli 
disappeared from the urine. He might have been 
considered cured if the bladder had not remained 
sensitive and the urine cloudy. The evidence of 
catheterization indicated that the right kidney was 
the site of the tuberculosis, but there were no bacilli 
other than colon bacilliin its urine. The authors 
removed the right kidney. The ureter was found to 
be much altered and distended to the size of a 
thumb. The kidney was bosselated. Section of the 
kidney revealed an obliterated calyx in the median 
portion, above and below which there were clearly 
tuberculous lesions. The lesions were ulcerocaseous 
and in full evolution. According to these findings, 
the tuberculosis had persisted in spite of the clinical 
appearance of cure. 
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In the second case a diagnosis of bilateral renal 
tuberculosis was made when tubercle bacilli were 
found in the urine of both kidneys although the 
blood nitrogen was 0.069 and the constant 0.135. 
Under treatment by vaccination the general con- 
dition showed marked improvement, but the blood 
nitrogen increased to 0.49 mgm. per 100 ¢c. cm., the 
constant decreased to 0.116, and catheterization of 
the ureters became impossible. On exploration, the 
right kidney and ureter were found to be normal. 
Three weeks later the left kidney was removed. 
After the operation the patient became apparently 
well. In the removed kidney the tuberculosis was 
found to be at the height of its development, but the 
characteristics seen in tuberculosis untreated by 
vaccination were absent. ‘The ureter was unaffected. 
The kidney showed very marked vascular sclerosis, 
clear limitation of the caseous lesions by a fibrous 
layer, and numerous young tuberculous lesions 
developing in the extracaseous zone. 

In the discussion of this report, Cuevassu called 
attention to the defense reaction in adolescents. He 
stated that very energetic cicatrization processes are 
capable of encysting a tuberculous lesion in such a 
way that other parts of the kidney remain free from 
the tuberculosis. 

LEGUEJ, in closing the discussion, stated that he is 
interested at present, not in the curability of the 
tuberculosis, but in discovering whether the clinical 
appearance of cure is or-is not based on a true 
anatomical cure. Pace. 


Lazarus, J. A.: Carbuncle of the Kidney. Report 
of Two Cases. J. Urol., 1929, xxi, 353. 


Carbuncle of the kidney is an infection causec’ by 
a member of the staphylococcus group, usually the 
staphylococcus aureus. The lesion in the kidney has 
the same gross appearance as a carbuncle in other 
parts of the body. It is usually a metastasis from an 
existing or a healed staphylococcic lesion such as a 
carbuncle of the neck, furunculosis, osteomyelitis, or 
paronychia. Asa rule it is produced by an organism 
of attenuated virulence. 

The carbuncle must be differentiated from me- 
tastatic kidney abscesses which are usually multiple 
and sometimes bilateral. After its formation it may: 
(1) remain localized as a single inflammatory tumor, 
(2) develop into a suppurative slough, extend 
through the cortex, and give rise to a secondary 
perinephritic abscess, a course quite characteristic 
of the condition, or (3) penetrate the renal pelvis 
and set up a pyelocystitis, drain, and finally heal. 
While the last course is quite unusual, the kidney 
should be explored in all cases of perinephritic 
abscess. 

The patient with a carbuncle of the kidney is 
usually quite ill with a high fever. The fever may 
or may not be associated with chills. As a rule there 
is pain over the affected side. An outstanding 


feature of the condition is the absence of urinary 
symptoms such as frequency and dysuria. The find- 
ing of a tender mass in the lumbar region is of great 
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diagnostic importance. Urinalysis is frequently 
negative. Although roentgenograms may show en- 
largement of the kidney outline on the affected side, 
the pyelogram is usually far from characteristic. The 
average interval between the initial lesion and the 
onset of renal symptoms is from two to five weeks. 

A review of the literature indicates that the treat- 
ment of choice is nephrectomy, but Lazarus reports 
two cases in which recovery followed incision and 
drainage of the carbuncle. Jacos S. Grove, M.D. 


Lamont, D.: Benign Papilloma of the Renal Pelvis. 
Glasgow M. J., 1929, cxi, 216. 


Papilloma of the renal pelvis is rare. In the case 
reported by the author the pyelogram showed a 
marked filling defect in the pelvis of the kidney and 
dilatation and distortion of the calyces. Nephrec- 
tomy was done by the lumbar route with the removal 
of about 6 in. of the ureter. A year later the patient 
was free from symptoms. 

Examination of the specimen showed the renal pel- 
vis and part of the upper major calyx to be occupied 
by a shaggy mass. The lowest limit of the growth was 
at the juncture of the ureter with the pelvis. Histo- 
logically, the tumor was a simple villous papilloma. 

The author believes that certain persons have a 
papilloma-forming diathesis. Suggestive of such a 
diathesis is the observation that persons with a papil- 
loma of the urinary tract are apt to have also papillo- 
mata of the skin. Skin tumors were found in ten cases 
seen recently by Lamont. They occurred most fre- 
quently in the lower abdominal wall, but in some in- 
stances were found also on the back and shoulders 

Joun P. O’Nett, M.D. 


Krogius, A.: Forms of Solitary Renal Cysts Which 
May Be Attributed to Disturbances in Develop- 
ment of the Dual Anlagen of the Kidneys 
(Ueber einige Formen von solitaeren Nierenzysten 
deren Genese auf Stoerungen der dualistischen 
Nierenentwicklung zurueckgefuehrt werden kann). 
Acta chirurg. Scand., 1928, \xiv, 432. 


The author reports the case of a man forty-eight 
years old in whom a small tumor was discovered in 
the right side of the abdomen during an examina- 
tion for life insurance in March, 1927. In the 
middle of the following September rapid growth of 
the tumor began with fever. When the patient 
entered the clinic on October 18 he presented an 
enormous tumor which filled up most of the abdom- 
inal cavity. ‘The neoplasm gave a fluid thrill, and 
percussion with the patient in different positions 
demonstrated that it contained free gas. The urine 
was normal. No urine drained from the right ureter. 

At operation, 1o liters of a thick chocolate- 
colored, foul-smelling fluid were evacuated by 
puncture. This fluid contained pus cells, erythro- 
cytes, masses of détritus, and cholesterin crystals, 
and had a very foetid odor. The medial wall of the 
cyst enclosed a rudimentary kidney with a thin 
ureter. Extirpation of the cyst was followed by 
recovery. 


239 


Microscopic examination of the quite thick cyst 
wall revealed renal elements—glomeruli and urinif- 
erous tubules. The innermost layer of the wall was 
formed by a granulation tissue without an epithelial 
covering. Throughout the cyst wall there were 
inflammatory changes. 

The rudimentary kidney enclosed in the cyst wall 
showed a small rena] pelvis with several protuber- 
ances, only two of which communicated with the 
renal substance. These suggested calyces with a 
papillary apex and contained straight uriniferous 
tubules. 

To explain the pathogenesis of this cyst the 
author assumes that in the course of the develop- 
ment of the kidney from the dual anlagen the con- 
nection between the anlage of the renal pelvis and 
the metanephrogenic tissue failed for the most part 
and that the large cystic cavity was formed in the 
metanephrogenic tissue rests later as the result of 
hemorrhages, transudation, and finally an infec- 
tion. 

Brandenstein and Hollaender have each reported 
a cyst which, although they represented another 
anatomical form of cyst than that described by the 
author, were probably similar in their pathogenesis. 
For this rare type of renal cyst arising from disinte- 
gration within a metanephrogenic tissue rest which 
has failed to fuse with the anlage of the pelvis of 
the kidney the author suggests the name “ metane- 
phrogenic cyst.” 

Another group of solitary renal cysts which may 
be attributed to disturbances of the development of 
the kidney from its dual anlagen are the cysts com- 
municating with the renal pelvis. The author cites 
a typical case of this type which he reported twenty- 
five years ago and reviews seven cases reported by 
others. 


Darget, R.: Remote Result of Double Renal 
Decapsulation for Painful Nephritis with 
Oliguria (Résultat éloigné d’une double décapsula- 
tion renale pour néphrite oligurique et douloureuse). 
J. durol. méd. et chir., 1929, xxvii, 41. 


The patient whose case is reported had suffered 
from constant pain in both kidneys and had passed | 
at most from 300 to 4oo c. cm. of urine per day over 
a period of five years. The urine contained no 
albumin. The phenolphthalein elimination was 22 
per cent. ‘The constant rose to 0.12 and the blood 
urea was 0.35 gm. Bilateral decapsulation was 
followed by a gradual increase in the amount of 
urine to a maximum of 1,800 c. cm. in twenty-four 
hours. The usual daily quantity after the operation 
was at least 1,000 c. cm. 

Three months after the operation the constant was 
0.06 and the phenolphthalein elimination 69 per 
cent. Two years after the decapsulation the patient 
was in satisfactory condition but requested operation 
for an eventration at the site of the scar. At the 
second operation adhesions were found between the 
decapsulated kidneys and the neighboring fatty 
tissues but were very easily broken. Several days 
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after the operation for hernia the amount of urine 
passed in twenty-four hours was about 1,000 c. cm. 
and urinalysis showed 15.80 gm. of urea, 8.10 gm. of 
chlorides, no albumin, and no cylinders. The con- 
stant rose to 0.07 and the blood-urea was 0.31 gm. 
The phenolphthalein elimination was 50 per cent 
(probably higher as some of the urine was lost). 
The patient was therefore in practically the same 
condition as after the decapsulation performed three 
years previously. Pace. 


Fowler, O. S.: Ureteral Diagnostic Methods and 
Their Interpretations. J. Urol., 1929, xxi, 465. 


The author is of the opinion that the methods in 
common use for the diagnosis of ureteral stricture 
are not entirely reliable. There is still no general 
agreement among urologists as to what constitutes 
the normal or abnormal ureter. The terms applied 
to stricture are being used loosely. A condition 
which is diagnosed by some urologists as a stricture 
of the ureter with dilatation above it is regarded by 
others as a ureteral spasm with dilatation and by 
still others as a normal contraction with relaxation 
of the ureter. A diagnosis of ureteral stricture based 
on the “feel” or the “hang” of the catheter or a 
single roentgenogram is based on inaccurate evi- 
dence. 

The ideal method of ureteral investigation would 
be X-ray examination following the administration 
of a substance opaque to the X-ray which would be 
excreted by the kidney. By such a method it would 
be possible to determine the presence and site of an 
obstruction to the flow of urine without instrumental 
irritation. This ideal has not been achieved, but it 
can be approached by observation of the elimination 
of the opaque fluid by two methods. In one method, 
only one kidney is injected with the opaque medium 
at a time and after withdrawal of the catheter one 
or more roentgenograms are made. Twenty minutes 
has been taken as an arbitrary time to determine 
positive retention, but a normal kidney in any 
position in the body will empty itself in about half a 
minute. In the second method the urine passed is 
studied for twenty-four hours to determine when all 
of the opaque fluid has been eliminated from the 
urinary tract and the specimens are labeled with the 
time of their excretion. Collargol can be seen only 
in a dilution of 1:12,000 and phenolsulphonephthalein 
in a dilution of 1:4,000, but sodium iodide can be 
identified chemically by the Carson method in a 
dilution of 1:10,000. The test is based on a violet 
color which is developed in chloroform after the 
addition of a special watery bromine reagent. The 
author gives the formula for the solution and 
describes the technique of the iodide test. 

J. Epwin Kirkpatrick, M.D. 


Kreutzmann, H. A. R.: Ureterography with the 
Dilating Catheter. J. Urol., 19209, xxi, 471. 


In order to obtain a roentgenogram of the entire 
injected ureter, the author devised a catheter with a 
rubber bulb which can be distended to fit snugly in 
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any ureteral orifice so that all reflux is prevented- 
This catheter is being employed to work out the 
problem of the contour of the normal injected ureter. 
Many variations have been seen in the seventy 
patients so far examined, but the number of observa- 
tions is still too small to warrant definite conclusions. 
The constrictions and dilatations produced by the 
method do not correspond to the anatomical nar- 
rowings. The closed-tube effect produced in the 
ureter may have arrested peristalsis as a second 
roentgenogram made from five to eight minutes 
after the first one showed the constrictions and 
narrowings at the same points. 

The author believes that as more evidence is ob- 
tained from this type of investigation it will be 
necessary to form a new clinical conception of the 
normal ureter entirely different from the description 
now given by the anatomists. 

J. Epwin Kirkpatrick, M.D. 


Seng, M. I.: Dilatation of the Ureters and Renal 
Pelves in Pregnancy. Urological S. .cy of the 
Normal Antepartum and Postpartuas ‘oman. 
J. Urol., 1929, xxi, 475. 


During pregnancy the urethra shares in a marked 
general congestion. The bladder changes are found 
chiefly in the trigon, but sometimes the bladder 
contour is distorted. The postpartum bladder re- 
turns to normal in nine days. In the author’s studies 
no insufficiency of the ureterovesical valves could be 
demonstrated at any stage of pregnancy or the 
puerperium. 

The congestion of the trigon begins early and is 
progressive throughout gestation. The trigon be- 
comes broadened at the base and lengthened. The 
ureteral orifices present no change except increased 
separation. 

The catheterized bladder urine shows a great in- 
crease in white blood cells which, when not due to 
blood, suggests infection. Cultures made in the 
cases of apparently healthy pregnant and puerperal 
women show some form of coliform bacilli. In 5.1 
per cent of the cases studied by the author pyelitis 
was present. It developed earliest three weeks after 
cystoscopic examination. 

The ureters always dilate. The dilatation is 
demonstrable at about the eighth week and reaches 
its maximum after from twenty-two to twenty-four 
weeks. The ureters return to normal shortly after 
delivery but remain relaxed. 

Marked hydronephrosis occurs much more fre- 
quently in multipare than primipare. 

Stasis, which is an important factor in the 
development of pyelitis, occurs on the right side 
more frequently than on the left side (4:3). It does 
not develop until the twentieth week. It is more 
frequent, occurs earlier, and is more marked in 
multipare than primipare. 

The marked congestion of the uterus and adnexa 
of pregnancy has an obstructive influence, and the 
dilatation and stasis are a physiological reaction to 
pressure within the bony pelvis. 
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Infection is always present in pregnancy. The 
majority of pregnant women escape pyelitis because 
of their immunity to this infection which is as yet 
little understood. BENJAMIN F. Rotter, M.D. 


Hyman, A.: An Ectopic Supernumerary Ureter 
into the Vagina. Ann. Surg., 1929, 
XXxix, 616. 


Hyman reports the case of a girl sixteen years of 
age who sought treatment for constant leakage of 
urine. On examination of the vagina a small open- 
ing was found on the anterior vaginal wall just be- 
hind the external meatus. Indigocarmine introduced 
into the bladder did not appear in the vagina; vesico- 
vaginal fistula was therefore ruled out. The ectopic 
ureteral opening in the vagina could not be catheter- 
ized. Cystoscopy revealed two normal ureteral ori- 
fices, both of which could be catheterized readily. 

At operation, a left kidney of normal size with an 
accessory ureter coming from the upper pole was 
found. A large branch of the renal vein followed the 
ectopic ureter. After ligation of the branch of the 
renal vein the upper pole of the kidney was resected. 
The ectopic ureter was cut across far down in the 
pelvis and the stump carbolized. 

Recovery resulted within three weeks after the 
operation and there have been no postoperative 
disturbances. Harry W. Praccemeyer, M.D. 


Rathbun, N. P.: Scirrhous Carcinoma of the 
Ureter. Late Metastasis from Carcinoma of the 
Breast. J. Urol., 1929, xxi, 507. 


Only thirty-five cases of scirrhous careinoma of 
the ureter have been reported, and in some of them 
an operation had been performed for carcinoma in 
another part of the body. Urography offers the best 
chance of making an early diagnosis. There is usu- 
ally intermittent hematuria with frequency and pain 
over the bladder. The ureteral obstruction bleeds 
freely on manipulation of the catheter. 

The author reports the case of a man fifty-eight 
years of age who was operated upon for scirrhous 
carcinoma of the breast. After the operation the 

atient was wel] for three years but then developed 
intermittent hematuria associated with an ache in 
the loin. The pyelogram showed dilatation of the 
left ureter with a filling defect. A diagnosis of car- 
cinoma was made and nephrectomy performed. A 
carcinomatous nodule was found at the juncture of 
the pelvis and ureter. The carcinoma was meta- 
static from the breast. The patient recovered from 
the nephrectomy and was still well five months 
later. BENJAMIN F. M.D. 


Campbell, M. F.: Viscerosensory Phenomena in 
Acute Obstruction of the Upper Urinary Tract: 
The Subinguinal Syndrome of Urinary Colic. 
J. Am. M. Ass., 1929, xcii, 1327. 

In acute obstruction of the upper urinary tract the 
triangle formed by the inner border of the sartorius 
muscle, the inner border of the thigh, and the inner 
half of Poupart’s ligament is hypersensitive to coarse 
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stimuli. In the male, there is elevation of the testicle 
with wrinkling of the scrotum on the affected side. 
The testicle is usually sensitive. In the female, there 
is often tenderness of the labia. Within the triangle, 
a slight elevation of temperature, erythema, and der- 
mographia are noted. Thermal hyperesthesia may 
be present. 

In forty cases with positive skin signs studied by 
the author positive gross obstruction was demon- 
strated by operation, X-ray examination, or thor- 
ough urological examination. In ten cases in which 
the skin signs were repeatedly negative, urological 
examination or operation demonstrated that the le- 
sion was not in the urinary tract. 

The skin signs usually disappear within seventy- 
two hours after the colic or the establishment of 
drainage. In persistent obstruction they may be 
present for several days. Hyperesthesia confined to 
the triangle and maximal] at its center is due to pyelo- 
ureteral colic. In mild cases it may be near the center, 
while in severe cases it may extend slightly beyond 
the borders of the triangle. Hyperasthesia extending 
into the triangle or widely beyond its borders is neg- 
ative for ureteral lesions. 

D. Pickrett, M.D. 


BLADDER, URETHRA, AND PENIS 


Sisk, I. R., and Wear, J. B.: Spontaneous Rupture 
of the Urinary Bladder. J. Urol., 1929, xxi, 517. 


Spontaneous rupture of the bladder may result 
from obstruction to the outflow of urine with 
secondary changes in the bladder wall or from a 
primary change in the bladder wall. The obstruc- 
tion may be due to enlargement of the prostate, 
stricture, stone, phimosis, or interference with the 
nerve supply. Primary changes in the bladder wall 
may be caused by carcinoma, ulcers of various 
types, or scar tissue. The lesions may reach the 
bladder from adjacent organs. 

Since 1900, twenty cases of spontaneous rupture 
have been reported in the literature. In four, the 
rupture was extraperitoneal. Geisinger states that 
intraperitoneal rupture is due to the arrangement of 
the musculature of the posterosuperior surface and 
the fact that the only covering is the peritoneum. 

Extraperitoneal rupture causes pain and swelling 
above the pubis. Scantiness of the urine and the 
appearance of blood in the urine are significant. 
There are no early signs of shock. Blush and 
tenderness around the umbilicus may be present. 
In intraperitoneal rupture there is usually a sharp 
abdominal pain with shock at the time of the rup- 
ture. As a rule blood is found. The late complica- 
tions are peritonitis and uremia. The cystoscope is 
of little aid because the bladder will not distend when 
it is filled. 

Immediate operation is indicated. In the extra- 
peritoneal type of rupture the prognosis is very 
favorable whereas in the intraperitoneal type it is 
grave unless operation is done within thirty-six 
hours. 
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The authors report a case of extraperitoneal 
rupture secondary to urethral stricture in which 
operation was followed by good results. 

D. M.D. 


Fenelonov, A.: Total Extirpation of the Bladder for 
Malignant Neoplasms (Zur Frage ueber totale 
Extirpation der Harnblase bei boesartigen Neu- 
bildungen). Nov. chir. Arch., 1928, xiv, 4209. 


Partial resection of the bladder involved by a 
malignant neoplasm offers a very unfavorable 
prognosis. Recurrence develops in at least 80 per 
cent of the cases. On the other hand, malignant 
bladder tumors sometimes remain isolated for a con- 
siderable length of time, that is, without forming 
metastases. Therefore surgeons have for some time 
turned their attention to total extirpation of the 
bladder which appears to be the only radical 
method of treatment. Multiple benign papillomata 
that cannot be attacked by electrocoagulation are 
also regarded as an indication for total cystect- 
omy. The contra-indications are general weakness, 
anemia, cachexia, and pronounced secondary 
changes in the kidneys. Slight renal infection is not 
a contra-indication. 

The two-stage cystectomy gives better results 
than the one-stage operation. In the first stage, 
deviation of the urine is accomplished by implanta- 
tion of the ureter into the large intestine by one of 


various methods, and in the second stage the bladder 
is extirpated. 

A frequent and severe complication of this in- 
tervention is ascending infection of the kidney. 
For the prevention and treatment of such infection, 
autovaccination is indicated. 

The author’s own experience with total cystec- 
tomy includes two cases. The first was that of a 
woman twenty-eight years of age who had a sarcoma 
of the bladder. At the first operation the urine was 
diverted by implantation of the ureter into the 
sigmoid flexure according to the method of Bergl 
and Borcilius. Forty-one days later complete re- 
moval of the bladder was done and was technically 
easy. During the postoperative period there was an 
ascending infection of the kidney. This was treated 
by autovaccination. The patient recovered and was 
still well three years later. 

In the second case there was an extensive cancer 
of the uterus and bladder with the formation of a 
urinary fistula. The operation, including removal of 
the bladder, the uterus, and regional lymph nodes, 
and implantation of the ureter into the large intes- 
tine according to the method of ‘Tichov, was done 
in one stage. A double ureter was found on the right 
side. Death occurred on the tenth day after opera- 
tion from peritonitis. Autopsy revealed insufficiency 
of the site of suture in the double ureter. 

Auirov (Z). 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Kirklin, B. R., and Weber, H. M.: A Roentgenolog- 
ical Consideration of Endothelial Myeloma. 
Am. J. Roentgenol., 1929, XXi, 355. 


In the study of nine cases of endothelial myeloma 
at the Mayo Clinic which corresponded to those 
described by Ewing in 1922 the disease was found to 
be most common in young males, especially those of 
asthenic habitus. In the majority of the cases it 
was confined to the long tubular bones and the 
upper portions of those bones. In none was there 
roentgenological evidence of involvement of more 
than one bone at the time of the patient’s admission 
to the clinic. Metastasis was a terminal event. 

Roentgenological evidence is found when there is 
diffuse absorption involving a variable but consid- 
erable portion of the shaft. Under such conditions 
the involved bone has a mottled, scarred appearance 
and becomes abnormally wide. A few cases exhibit 
a startling, apparently periosteal reaction; in the 
soft tissues adjoining the involved portion of the 
shaft there is a wide gauzy structure the outer mar- 
gins of which are apparently continuous with the 
periosteum below. The strands are fairly dense, 
apparently indicating considerable calcium de- 
posit. 

Although other observers have called attention to 
the difficulty of distinguishing endothelial myeloma 
from osteogenic sarcoma, the authors have not 
encountered a case of endothelial myeloma in which 
osteogenic sarcoma was suspected from the roentgen 
findings. Osteomyelitis, on the other hand, may 
present roentgenological characteristics resembling 
those of myeloma—widening of the shaft, absorp- 
tion of bone closely resembling that of endothelial 
myeloma, and the deposition of new bone is parallel 
with the shaft. However, in chronic inflammation 
of bone the reparative process is more marked and 
the destruction of bone more irregular than in endo- 
thelial myeloma. 


Moulonguet, P.: Foreign Bodies in Joints. J. Bonc 
& Joint Surg., 1929, Xi, 353. 


Foreign bodies in joints may be divided into those 
arising from the synovial membrane, the so-called 
ecchondroses, and those arising from the bone ends, 
the osteophytes. Foreign bodies due entirely to 
trauma are comparatively rare, but trauma is an 
important factor in the production of pathological 
processes giving rise to foreign body formation. In 
dry arthritis deformans, foreign bodies form within 
the joints. Loose bodies are characteristic of this 
form of arthritis. Another condition leading to for- 
eign body formation is osteochondritis dissecans. 


The treatment of foreign bodies in a joint is 
operative removal. The prognosis is good except in 
cases in which there are pathological lesions in the 
joint which cannot be influenced by an operative 
procedure. After the removal of a foreign body due 
to trauma the function of the joint is invariably 
normal. A. Gorrires, M.D. 


Rogers, L.: Macrodactylia in a Child, Due to 
Neurofibromatosis (Elephantiasis Neuroma- 
tosa). Brit. J. Surg., 1929, xvi, 684. 

The author describes a symptomless congenital 
enlargement of the right thumb and index finger of 
a girl eight years of age. The roentgen ray showed 
the process to be confined entirely to the soft tissues. 
At operation, elongated irregular tumors were re- 
moved from the volar surfaces of the involved fingers. 
Microscopic examination of the tumors showed them 
to be neurofibromata with an unusual amount of 
adipose and connective tissue. 

Macrodactylia due to neurofibromatosis is very 
rare. The author has been able to find only one 
other case (de Morgan’s) in which the hand was 
affected by this type of elephantiasis. Virchow 
differentiated this condition from other types of 
elephantiasis. Mott called it ‘“pachydermatocele.”’ 
Thomson showed that not only the cutaneous nerves 
but also the skin and subcutaneous tissues take part 
in the process. Micuakt L. Mason, M.D. 


Panner, H. J.: A Case of Vertebra Plana, Calvé (in 
Fall von Vertebra plana, Calvé). //osp. lid., 1928, ii, 
1359. 

Panner has had the opportunity to re-examine a 
case of vertebra plana eight years after his first 
examination. He states that the lesion is by no 
means trivial as in this instance healing did not take 
place over a period of nine years. He therefore 
doubts that the four cases reported in the literature 
were really cured, and suggests that the symptoms 
may have subsided for the reason that the patients 
were not obliged, as was his patient, to perform hard 
labor. 

Panner’s patient, a man now twenty-two years 
old, was first admitted to the hospital at the age of 
fourteen with the diagnosis of spondylitis. One 
year before his admission he began to notice weak- 
ness in the back. The weakness increased so that 
after a few months he was unable to work and finally 
he became unable to stand without a cane. A few 
months before his admission to the hospital a slight 
gibbus developed and he began to experience pain 
in the lower thoracic spine. 

In the roentgenogram the body of the ninth 
thoracic vertebra was found to be disk-shaped and 
very thin, only a few millimeters high, but otherwise 
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presented sharp contours. The spaces between the 
neighboring vertebra were of normal width except 
that they were greater posteriorly than anteriorly. 
After a few weeks’ rest in bed the patient left the 
hospital cured. 

When he was admitted again eight years later he 
stated that he had remained well for four years after 
his discharge. The pain in the back then recurred 
and he entered another hospita). There the condi- 
tion was diagnosed as recurring spondylitis and was 
treated by the application of a corset. Since that 
time the patient has been unable to get along with- 
out the corset. 

Roentgen examination by the authors showed the 
gibbus to be more pronounced than before. The 
vertebra had not increased in height. Both adjacent 
vertebra were somewhat wider and almost touched 
each other in front of the flattened vertebra. An- 
terior to this spot there was a small shadow which 
was probably due to reparative osteophyte forma- 
tion. Port (Z). 


Millar, R. E., and Robertson, G.: An Interesting 
Case of Spina Bifida Occulta in a Young Adult. 
Brit. J. Surg., 1929, xvi, 681. 


The case reported was that of a man twenty-two 
years of age who had been operated upon six years 
previously for a depressed fracture of the skull in 
the left parietal region. A large extradural clot was 
removed. At the same time the left knee was 
treated for what appeared to be a ruptured posterior 
cruciate ligament. At the end of a few months the 
patient was able to return to work. 

He entered the hospital a second time because of 
attacks of weakness in the left leg associated with 
loss of sensation which had begun five months pre- 
viously. Although these attacks were transient, the 
danger to the patient in his work as a miner was 
evident. While he was sitting or lying quietly the 
left arm and leg jerked frequently and there were 
occasional short attacks of sensory disturbances in 
these members. 

Examination revealed evidences of sensory loss 
over the distribution of the left third and fourth 
lumbar nerves and a small spina bifida occulta of the 
third lumbar vertebra over which the skin was thin, 
puckered, and red. Pressure over this area caused 
pain and jerking of the left leg and occasionally 
jerking of the left arm. In the authors’ opinion the 
attacks are to be attributed, not to the previous 
skull fracture, but to momentary trauma to the 
cauda equina, certain filaments of which were at- 
tached to the skin through the obliterated meningeal 
hernia. The involvement of the arm in the process 
was difficult to explain, but may have been of reflex 
origin. 

The bony defect was enlarged and the cord-like 
process of extradural tissues divided close to the 
dura. Except for thrombosis of the femoral vein, 
recovery was satisfactory, and several months after 
the operation it was apparently complete. 

Micuaet L. Mason, M.D. 


Milch, H., and Lapidus, P. W.: Pneumococcus 
Spondylitis. J. Bone & Joint Surg., 1929, xi, 292. 

The authors report a case of inflammation of the 
third and fourth lumbar vertebra with abscess for- 
mation which developed after pneumonia. Aspirated 
material was negative for the tubercle bacillus and 
positive for the pneumococcus. After aspiration a 
sinus developed and discharged periodically. The 
sinus closed after two years. 

J. Berkuetser, M.D. 


Kaestner, H.: Rare Localizations of Osteomyelitis: 
Spine, Scapula (Seltener Lokalizationen der 
Osteomyelitis: Wirbelsaeule, Schulterblatt). Arch. 
f. klin. Chir., 1928, cliii, 750. 

Up to the present time 103 cases of osteomyelitis 
of the spine have been recorded in the literature. 
To these, the author adds another. 

The syndrome of osteomyelitis of the spine is 
characterized chiefly by the development of an ab- 
scess of the soft tissues of the back. Therefore, in 
every case of suppurative involvement of the soft 
tissues of the back in which the etiology is not clear 
and especially in cases of retropharyngeal, medias- 
tinal, retroperitoneal, and psoas abscesses, a spinal 
origin should be considered. Very typical of spinal 
osteomyelitis is the simultaneous development of 
an abscess of the soft tissues of the back on both sides 
of the spine. The nearer the process in the soft parts 
approaches the surface of the body and the sooner the 
focus of suppuration becomes accessible to adequate 
operative exposure the better the outlook for cure. 
Accordingly, a focus in a transverse process, a ver- 
tebral arch, or a spinous process has a better prog- 
nosis than a focus in the body of a vertebra. In some 
cases disturbances of spinal cord function occur. In 
many, neuralgia develops later, probably as the 
result of secondary deformity of the spinal canal. 

In a few cases with spinal symptoms laminectomy 
has given good results. Conditions are not favor- 
able for radica] surgery; therefore radical operation 
has been resorted to only occasionally and then only 
in cases with involvement of a spinous or transverse 
process. In radical surgery there is danger of opening 
the spinal canal and spreading the infection further. 
There is little danger of weakening the supportive 
function of the spine by the resection of the diseased 
portion of bone as osteomyelitis shows a marked 
tendency toward new bone formation. Probably of 
great importance in the acute stage is thorough 
exposure of the suppurative process in the soft 
parts. There should be no hesitation in making a 
large incision and, on occasion, also cutting through 
important muscle groups. 

In a comparison of tuberculous osteomyelitis of 
the spine with the acute form it appears that the 
acute process does not tend to spread so widely. In 
the roentgenogram, acute osteomyelitis may be mis- 
taken for tuberculous spondylitis. Characteristic of 
acute osteomyelitis is the appearance of dense foci 
in the vertebral bodies and of marginal irregularities 
which may become marked to a degree attained only 
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exceptionally even in spondylitis deformans. This 
new bone formation gives such strength to the 
diseased section of the vertebral column that more 
marked deformities such as gibbus are prevented. 

Heinonen has collected 46 cases of osteomyelitis 
of the shoulder. He does not consider total resection 
of the shoulder blade necessary in either the acute or 
the chronic stage. In accordance with the anatomi- 
cal structure of the scapula, the osteomyelitic proc- 
ess is almost always found in the beginning in the 
spina scapula. From there it spreads to the acro- 
mial and coracoid processes and the margins of the 
scapula and tends to rupture into the shoulder joint. 
The syndrome in general is characterized by the for- 
mation of abscesses. The abscesses occur first on the 
anterior surface of the scapula. They then spread 
along the bony wall of the thorax and appear above 
or below the clavicle and in the axilla. 

The treatment consists in the most extensive 
exposure possible with opening of the abscesses. 
In a case treated by the author, excision of the 
scapula was done because the fever did not subside 
after thorough exposure of the abscess. The exci- 
sion of the bone should be performed as far as 
possible subperiosteally as on this method depends 
the more or less complete regeneration of the 
shoulder blade. Lurz (Z). 


Zemansky, A. P., Jr., and Lippmann, R. K.: The 
Importance of the Vessels in the Round Liga- 
ment to the Head of the Femur During the 
Period of Growth, and Their Possible Relation- 
ship to Perthes’ Disease. Surg., Gynec. & Obst., 
1929, xviii, 461. 


The authors report a study of the gross and 
microscopic variations in the femoral head of rabbits 
following section of the round ligament with con- 
sequent exclusion of the blood supply of the head of 
the femur which is derived from the vessels of this 
ligament. They remind us of Schwartz’ theory that 
occlusion of the vessels coursing to the round liga- 
ment is responsible for the changes in the femoral 
head that are characteristic of Legg-Calvé-Perthes’ 
disease. Anatomical studies of this blood supply 
and the various theories presented in the literature 
as to the relative importance of the three sources of 
blood nutrition to the femoral head are reviewed. 
Kolodny demonstrated that the adolescent femoral 
head is supplied with blood vessels of three kinds: 
(1) blood vessels coming from the diaphysis of the 
femur, (2) epiphyseal blood vessels, and (3) blood 
vessels carried by the ligamentum teres femoris. 

Work done up to the present time in exclusion of 
both the epiphyseal and the diaphyseal vessels is 
reviewed in some detail. While anatomical studies 
have demonstrated definitely that, in the adolescent, 
the femoral head is nourished by the round ligament 
vessels, the importance to the femur of this source 
of nutrition remains undetermined. 

In a series of dissections of rabbits made by the 
authors preliminary to their studies of the impor- 
tance of the vessels of the round ligament to the head 
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of the femur, it was found that the developmental 
stage of the capital epiphysis in rabbits two weeks 
old corresponds approximately to that in children 
four years old. It was found also that in the rabbit 
the femoral head unites with the shaft at about the 
age of seven weeks, whereas in man this union occurs 
at the age ofeighteen years. Therefore in rabbits the 
span of life between the ages of two and seven weeks 
corresponds roughly to that between four and eight- 
een years in man, the age period during which 
coxa plana occurs. 

By a series of arterial injections it was demon- 
strated that in rabbits of these ages the vascular 
arrangement is not dissimilar to that of the human 
femur at a corresponding age, and that the blood 
supply from these vessels to the femoral head gradu- 
rnd diminishes when the epiphyses unite with the 
shaft. 

With these facts in mind, the authors sectioned 
the ligamentum teres on one side in a series of 
eighteen rabbits two weeks old, thereby obliterating 
the circulation through it to the femoral head. 
Eleven of the rabbits were excluded from the final 
examination because of immediate or later local or 
general complications. The specimens from the- 
seven others were examined six, nine, twelve, eight- 
een, twenty-seven, and thirty-six days after the 
operation. The experiments were controlled by 
duplication of every procedure except section of the 
round ligament. The changes found in the femoral 
head included anemia, signs of bone necrosis, mar- 
row necrosis, signs of cessation of ossification, gross 
deformity of the femoral head, and coxa vara. 

Anemia of the anterior portion and crest of the 
nucleus was observed first in the femoral heads of 
the two rabbits killed on the sixth day. It was 
found also in all of the specimens examined subse- 
quently. 

Pyknosis and failure of the bone cells to stain in 
the anemic area were first observed in the nine-day 
specimen. The number of the bone cells thus af- 
fected increased in the later specimens until, in the 
specimen removed twenty-two days after the opera- 
tion, practically the entire anemic area contained 
only empty cell lacune. 

Necrobiosis was first observed in the marrow cells 
of the specimen taken after six days. Necrosis of 
the marrow stroma was first noted in the twenty- 
two day specimen. 

Relatively small size of the bony nucleus was first 
apparent grossly in the eighteen-day specimen. The 
thickening of the surrounding cartilage and the in- 
creased proportion of unossified cartilage in the bony 
lamella of the nucleus could be seen microscopically 
in this specimen and in all specimens subsequently 
examined. The diminution in the number of osteo- 
blasts was first apparent in the nine-day specimen. 
In the last three specimens no osteoblasts were iden- 
tifiable in the affected areas. 

Flattening and ridging of the weight-bearing area 
of the femoral head were observed first in the nine- 
day specimen. Later specimens showed, in addition 
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pitting and furrowing of the surface. Microscopi- 
cally, the cartilage in this area was well stained and 
intact. 

Coxa vara was first apparent in the eighteen-day 
specimen and was found in all of the specimens 
examined subsequently. 

The authors are of the opinion that in all of the 
specimens the changes described were associated 
with anemia. Their resemblance to those of in- 
farction strongly suggested that they were due to 
interference with the circulation resulting from the 
operation. The authors therefore believe that, at 
least in rabbits, the vessels of the round ligament are 
essential for the normal development of the femoral 
head, and that interference with the circulation 
through them at an early age produces an anamia 
of the weight-bearing portion of the capital nucleus 
which in turn causes bone and marrow necrosis with 
secondary deforming changes. ‘They conclude also 
that as adolescence progresses the importance of the 
vessels of the round ligament gradually diminishes 
until the epiphysis unites with the shaft, at which 
time, in normal animals, the vessels no longer carry 
blood into the femur and the nutrition of the crest 
is derived entirely from below. 

The authors regard it as reasonable to suppose 
that a similar replacement occurs in man at the same 
relative age period, that is, the period in which 
Legg-Calvé-Perthes’ disease develops. ‘They do not 
claim that the changes produced are entirely analo- 
gous to those of early coxa plana, but emphasize their 
striking resemblance. Gerorce C. Henset, M.D. 


King, M. J., and Towne, G.S.: Primary Giant-Cell 
Tumor of the Patella. Arch. Surg., 1929, xviii, 
892. 

Primary tumor of the patella is very rare. The 
authors’ case was that of a man nineteen years of age 
who gave a history of a fall on the left knee two 
months previously. Swelling and lameness devel- 
oped soon after the fall. Four weeks before the acci- 
dent the patient had an attack of septic sore throat 
from which he made a complete recovery in two 
weeks. Physical examination revealed considerable 
swelling and sensitiveness over the patella, but was 
otherwise negative. 

The roentgenogram of the knee showed a rarefied 
condition of the lower two-thirds of the patella with 
destruction of the periosteum and débris about and 
below the bone, which was interpreted as a bone 
tumor, probably a giant-cell sarcoma. 

At operation, practically all but the shell of the 
patella was removed and the cavity was curetted 
and thoroughly packed with gauze. The wound 
healed by granulation. 

Microscopic examination showed that in some 
sections the bulk of the tumor was composed of 
small and large giant cells. 

Two years after the operation the patient was well 
and was working every day with normal use of the 
left knee. Roentgenograms made at that time 
showed apparent rarefaction in the lower half of the 


patella and an exostosis extending down the sheath 
from the lower margin. There had undoubtedly been 
some local recurrence of the tumor, but the author 
believes this will readily respond to curettage and 
cauterization. H. Earte M.D. 


Boehm, M.: The Embryological Origin of Club- 
Foot. J. Bone & Joint Surg., 1929, xi, 229. 


The author studied the relationship of the foot 
and leg at various stages of embryological develop- 
ment. He found that in the first and second months 
the plane of the leg and that of the foot are super- 
imposed, but at the end of the second month the 
plane of the foot rotates into supination so that at 
the beginning of the third month it is at right angles 
to the plane of the leg. The foot then flexes cranially 
until at the middle of the third month it is perpen- 
dicular to the plane of the leg. In the next stage it 
rotates toward pronation on its long axis and in the 
fourth month the foot and leg are in the relative 
position found in the adult. 

Dissections of club feet showed that marked club- 
foot resembles an embryonic foot at the beginning 
of the second month, and that the deformity is 
accompanied by under-development of the bones and 
muscles. In a seven months’ fetus the tibial fascia 
exhibited an intermixture of muscle fibers, connective 
tissue, elastic fibers, nerves, and fat. 

Wilhelm has shown that there is a definite hypo- 
plasia of the navicular and cuneiform bones which 
persists after complete correction of the deformity. 

Clinical manifestations support the conclusion 
that congenital club-foot is the result, not of a 
mechanical cause, but of maldevelopment which can 
be traced to biological causes. 

The best explanation for the great majority of 
cases of congenital club-foot is the theory of a 
primary endogenous disturbance of the embryo in 
the form of an arrest of development. 

ELveN J. Berkuetser, M.D. 


Roberts, P. W.: Fifty Cases of Bursitis of the Foot. 
J. Bone & Joint Surg., 1929, xi, 338. 


Bursitis in certain areas of the foot may produce 
symptoms which simulate those of weak foot, 
metatarsalgia, calcaneal spur, fracture of a sesamoid, 
or arthritis of the ankle joint. This condition is 
frequently overlooked because textbooks on anatomy 
describe only a few of the many constant burs and 
make no reference to the occurrence of adventitious 
burs occurring in a variety of situations in and 
about the joints of the foot. 

According to Clarkson, a bursa is an enormously 
distended lymph space in which, as the result of 
constant friction, the cells of the connective tissue 
walls have assumed the function of secreting a fluid 
more viscid than lymph to act as an antifriction 
medium. In the foot, the development of burs is 
common because of the numerous moving parts 
compactly bound together and because of the stress 
and strain to which the foot is subjected. It may 
explain the resistance of many foot conditions to 
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treatment aimed merely at restoration of static 
balance. 
The author discusses the anatomy, symptoms, and 
treatment of various types of bursa. 
A. Gortiirs, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Schwartz, R. P.: The Determination of the Pre- 
Operative Indications for the Correction of Bone 
Deformities. J. Bone & Joint Surg., 1929, xi, 385. 


Fixed angular or curved deformities of long bones 
require operative treatment. To determine the kind 
and size of wedge to be removed at open operation 
the author uses the following novel method: 

Anteroposterior and lateral roentgenograms are 
taken and by means of tracing paper placed over the 
negative a line drawing is made of the deformity in 
each plane. At the level of the deformity the paper 
is cut through at a right angle to the longitudinal 
axis of the shaft. The two halves are then pasted 
to a sheet of paper so as to restore the normal out- 
line and the longitudinal axis to its normal position. 
The amount of overlapping paper shows the size 
of the wedge of bone to be removed, while the point 
of juncture determines the site of the removal of the 
wedge. Instead of one wedge, several wedges may be 
removed, the site and size of each having been de- 
termined pre-operatively by the method described. 
Although considerable bone may be removed at one 
or more sites, the correction is accomplished without 
any shortening of the bone. 

The paper pattern is used to make a pattern of 
thin lead to be used at the time of operation. The 
piece of sterilized lead is moulded around the diaph- 
ysis at the predetermined level and the wedge to 
be removed is outlined on the bone with a sharp 
instrument. Fixation of alignment after removal of 
the wedge is obtained by means of a kangaroo tendon 
passed through holes drilled through the lateral and 
medial cortex and crossed on the anterior surface. 

A. Gorriies, M.D. 


Scherb, R.: The Functional Transposability, In- 
hibition, and Reparation of Antagonistically 
Associated Muscles in Poliomyelitis; Their 
Importance for Tendon Transplantation and 
Their Agreement with Biological Laws. VI. 
Myokinesigraphy (lunktionelle Umstellbarkeit, 
Hemmung und Reparation antagonistisch gebund- 
ener Muskeln bei Poliomyelitis, ihre Bedeutung fuer 
die Sehnentransplantation und ihre biologische 
Gesetzmaessigkeit. VI. Mitteilung zur Myokinesi- 
graphie). Zischr. f. orthop, Chir., 1928, L, 470. 

In the sixth article of this series the author discus- 
ses first the importance of the antagonistic association 
of muscles as regards their functional inhibition, 
reparation, and transposability after tendon trans- 
plantation. He states that the assumption that a 
tendon can be transplanted at will and that, if the 
operation is performed correctly from the anatomical 
and technical standpoints, functional transposability 
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is unlimited, is incorrect. This error may have been 
due to the fact that, solely because of the removal 
of the inhibiting influence on motion, a successful 
result may be obtained even when the transplant 
becomes permanently inactive. Another reason for 
it is the fact that the capacity of a muscle to repair 
itself is often underrated. The author presents 
curves to show how reparation of the muscles of the 
calf of the leg, for example, can be assisted by suit- 
able apparatus. He includes in his remarks some very 
interesting observations on the origin of contrac- 
tures. He states that the nature of muscle antagonism 
in general has been too little studied. 

The synergistic coéperation between individual 
muscles can be transformed into antagonism by a 
slight reduction of the action time of a group 
affected by poliomyelitis. Under such circumstances, 
removal of the antagonistic obstacle to action by 
tenoplasty sets the inhibited muscle free for repara- 
tive processes. The poliomyelitic hammer-toe in 
paresis of the flexor hallucis brevis is cited as an 
example. ‘Transmetatarsal fixation of the extensor 
hallucis leads to complete recovery of the flexor 
group, to restoration of function, and to correction 
of the hammer toe. 

The second part of the article deals with the 
biological laws governing the conditions of function 
of the transplant. ‘The functional change in the 
transplant does not take place without the influence 
of the spinal cord. A speculative explanation for it 
may be found in the hemicentral theory. First there 
occurs an abatement of the old function, then ir- 
regularity in both functions, and finally extinction 
of the old function and increasing steadiness of the 
new function. From these observations conclusions 
may be drawn that as to the advisability of per- 
forming a tendon transplantation may be drawn. 

IERLACHER (Z). 


Chandler, F. A.: Trisacral Fusion; An Operative 
Technique Facilitating the Combined Anky- 
losis of the Lumbosacral Joints of the Spine 
and Both Sacro-Iliac Joints. Surg., Gynec. & 
Obst., 1929, xlviii, 501. 


It is generally agreed that the sacro-iliac and lumbo- 
sacral joints are true joints and as such are subject to 
the lesions common to other true joints. The lower 
lumbar and sacral regions are the sites of many and 
varied osseous developmental anomalies as well as 
widely varying mechanical components of the sup- 
porting structures of the vertebral column. There is 
still much confusion as to the syndromes of lesions 
of the lumbosacral juncture and lesions of the sacro- 
iliac joints. Pathological conditions at the lumbo- 
sacral juncture and the sacro-iliac joints frequently 
co-exist and their separate evaluation is very dif- 
ficult, if not impossible. Relief of symptoms may 
often be obtained from conservative measures, but 
in many cases operative measures are indicated. 
Stabilizing operations of the lumbosacral and sacro- 
iliac joints have a distinct place among the thera- 
peutic measures directed toward the relief of the 
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symptoms arising from the pelvic girdle and lower 
spine. 

PThe author describes an operative technique for 
combined stabilization of the sacro-iliac and lumbo- 
sacral joints. 

The patient is placed prone upon the operating 
table with a small sand bag under the lower part 
of the abdomen to reduce the lumbar lordosis. 
A transverse crescentic incision is made along the 
posterior margin of the iliac crest, crossing the mid- 
line 1 in. below the middle of the posterosuperior 
spine of the ilia. The subcutaneous tissues are di- 
vided along the same line until the gluteal and 
sacrospinalis fasciz are exposed. The convex flap 
is then dissected from the fascia in the midline only 
sufficiently to expose the tip of the spinous processes 
of the lower lumbar vertebra. With proper retrac- 
tion this can be accomplished without wide detach- 
ment of the skin flap. ‘The margins of the concave 
flap are freed at their lateral ends, good exposure of 
the posterosuperior spines of the ilia being thereby 
obtained. 

The lumbosacral fusion stage of the operation 
closely follows the technique of the Hibbs spinal 
fusion operation. Subperiostea] exposure of the 
spinous processes of the fourth and fifth lumbar 
vertebra is obtained through a vertical incision. 
Bone bridges are then chiseled from the adjacent 
margins of the exposed laminz and are interlocked 
to span the interlaminal spaces. The spinous proc- 
esses are partially amputated but to a less extent 
than is done by Hibbs. The fragments of the spinous 
processes are broken down to supplement the Jaminar 
bridges on either side. ‘The midline incision is closed 
with two temporary sutures approximating the fascia 
and periosteum. 

In the sacro-iliac fusion the attachments of the 
gluteal and sacrospinalis fascia are freed to expose the 
posterosuperior spine of the ilium. ‘Lhe postero- 
superior spine of the iJium is then split parallel with 
its flat surfaces and the outer portion, hinged by 
periosteum and gluteus maximus muscle at the level 
of the posterior margins of the sacro-iliac joint, is 
reflected laterally. The inner portion of the ilium 
is excised, and after division of the portions of the 
posterior sacro-iliac ligaments, is removed from the 
wound and placed in normal saline solution for 
later use, 

The periosteum of the posterior surface of the 
sacrum is then elevated toward the midline and the 
cortex of the sacrum is roughened by means of a 
small gouge. The posterior margin of the cartilage 
of the sacro-iliac joint presenting in the depth of the 
wound is thoroughly curetted. Chips of cancellous 
ilium are placed across the sacro-iliac joint posteri- 
orly, the reflected bone flap is turned against the 
roughened surface of the sacrum, and the perios- 
teum of the iliac bone flap and the sacrum is sutured. 
The iliospinalis and gluteal fascia are then closed 
securely. The opposite sacro-iliac joint is attacked 
in a similar manner. The excised portion of ilium 
not used for chip grafts is split into two portions 


and placed through the midline incision so that it 
lies adjacent to the stumps of the spinous processes. 
The midline and lateral incisions are closed and the 
skin incisions sutured with interrupted sutures of 
chromic catgut. A dressing and pad are then applied 
and covered with oiled silk. 

The attached cancellous bone flap of ilium makes 
an ideal graft as it replaces the central portion of the 
posterior sacro-iliac ligament. Increased stability 
of the sacro-iliac joint, which theoretically should be 
present after division of the posterior iliac spine 
could not be demonstrated in the fresh cadaver by 
direct manual pressure or manipulation of the femur. 

The trisacral fusion operation makes possible the 
bony consolidation of the ilia, sacrum, and lower 
lumbar vertebra. It has been found most practical 
to fuse the last two lumbar vertebra to the sacrum, 
but the extent of the fusion must be determined by 
the requirements of the particular case. 

GeorGE C. Henset, M.D. 


FRACTURES AND DISLOCATIONS 


Chlumsky, V.: Habitual Subluxation of the Head 
(Habituelle Subluxation des Kopfes). Zentralbl. f. 
Chir., 1929, p. 69. 

The author reports with roentgenograms a case of 
habitual subluxation of the head which he believes 
is the only one of its kind to be recorded. ‘The patient 
was a girl sixteen years of age who, five years pre- 
viously, while leaning out of a window, fell to the 
street 6 ft. below. Loss of consciousness for a while 
was followed by severe pain in the neck and back. 
The head was displaced forward at a marked angle 
and there was no anteroposterior mobility of the 
neck, Later the patient was able to bring her head 
up to the correct position herself and to move it 
normally, but the subluxation recurred and after 
a while became habitual. 

When the head was in the normal position the 
roentgen findings were normal, but when the sub- 
luxation was present the atlas with its posterior 
arch was tipped somewhat upward and the two 
lateral portions of the upper cervical articulation 
and the foramen occipitale magnum were displaced 
forward. The uninjured axis was covered in the 
roentgenogram by the descending ramus of the 
mandible. The condition was ultimately cured by 
the wearing of a head brace (Schanz dressing). 

Sonntac (Z), 


Lester, C. W.: The Treatment of Fractures of the 
Clavicle. Ann. Surg., 1929, 1xxxix, 600. 


Most of the dressings used in the treatment of 
fractures of the clavicle are designed to reduce the 
fragments or to hold them in alignment, yet it is 
generally admitted that reduction is almost impos- 
sible to maintain and that a certain amount of defor- 
mity is to be expected. The deformity does not 
interfere with the function of the arm and tends to 
disappear in time. Because of these facts, the 


value of complicated uncomfortable dressings is 
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questionable. There can be little question that in 
cases of incomplete fracture or fracture of the outer 
third of the clavicle without displacement such 
dressings are more of a nuisance than they are 
worth, both to the surgeon and the patient. The 
purpose of the supporting type of dressing advocated 
by the author is to make the patient comfortable. 
To determine its value as compared with that of the 
reducing dressings, Lester studied the results in 422 
cases which were treated with both reducing and 
supporting dressings in the Roosevelt Hospital, 
New York, in the period between 1914 and 1927. 

The sling and binder or Velpeau bandage is not 
intended to reduce the fracture or hold it reduced. 
It supports the weight of the arm and keeps it from 
moving, thereby eliminating the pain and discom- 
fort. In cases in which such a dressing is used heal- 
ing takes place as quickly as in those with other 
dressings and the deformity is no greater. 

The supportive dressing recommended by the 
author is a sling which extends beyond the elbow and 
is drawn snugly so that it lifts and supports the arm. 
The ends are crossed over the back, carried around 
under the axilla, and tied over the sternum. The 
weight of the arm is borne by the shoulders and not 
by the back of the neck. A simple swathe around 
the arm and thorax keeps the arm from moving 
except within narrow limits. After a week or ten 
days the swathe may be dispensed with and the 
patient may wear the dressing inside the clothes, 
which act as a binder. After from two weeks to 
eighteen days the sling may be worn outside the 
clothes, and after from three to four weeks it may 
be discarded altogether. When the sling is worn 
—— the clothes it may be knotted behind the 
neck, 

Of the cases reviewed, follow-up inquiries or 
examinations with regard to the end-results were 
made only in those in which the injury occurred 
subsequent to the summer of 1923. In all of the 
latter the treatment had been given at least twenty 
months previously. Sixty-one patients were re- 
examined or reported by letter. All of them had 
complete function, as was to be expected from the 
immediate results. Two patients complained of 
pain at times, but this was so slight that it did not 
interfere with their activities. Therefore from the 
point of view of function and comfort the end-re- 
sults were nearly perfect. Noticeable deformity was 
present in only 7 of the 61 cases. The patients 
without deformity included adults and children with 
complete, incomplete, or comminuted fractures. 

From this investigation the author concludes that 
uncomfortable and intricate dressings designed to 
hold the fragments in alignment are of no more value 
than a simple comfortable supporting dressing. 

GrorcE C, HEnseEL, M.D. 


Cotton, F. J.: Elbow Dislocation and Ulnar Nerve 
Injury. J. Bone & Joint Surg., 1929, xi, 348. 


In children between nine and fourteen years of 
age dislocation of the elbow is often accompanied 


by tearing-off of the isolated epiphysis of the in- 
ternal condyle. The reduction of the dislocation 
displaces the fragment of bone into the joint. The 
author reports three of his ten cases of this type. In 
all, the dislocation was associated with injury of the 
ulnar nerve. 

The treatment of the condition is surgical. At 
operation the nerve is found pulled upon by fibrous 
tissue bands running from the fragment of the 
epicondyle to its original site of attachment. In 
most instances it has been forced forward and has 
become embedded in the fat adjacent to the joint. 
Gross damage to the nerve has not been found. 

A. Gottiies, M.D. 


Bankart, A. S. B.: The Treatment of Colles 
Fracture. Brit. M.J., 1929, i, 491. 


In the classical Colles fracture there are three 
characteristic displacements of the lower end of the 
radius in relation to the upper end: (1) displace- 
ment upward and backward, (2) abduction to the 
radial side, and (3) rotation about a transverse 
axis, that is, backward tilting of the lower articular 
surface. 

The fracture is produced by great force and re- 
quires great force for its reduction. Reduction is 
best effected over a wedge which fixes the upper 
fragment, thereby compelling the lower fragment to 
go in whatever direction the operator wishes. 
Anesthesia must be complete. Either general 
anesthesia or brachial plexus block may be em- 
ployed. 

The fractured arm is laid with the flexor surface 
downward across the wedge so that the lower end of 
the upper fragment rests directly on the wedge. The 
upper fragment is held firmly on the wedge by the 
surgeon’s left hand. The lower fragment is gripped 
by the surgeon’s right hand with the thumb on top 
and the ball of the thumb directly over the prom- 
inence formed on the dorsum by the displaced lower 
fragment. The lower fragment is then forced down- 
ward, forward, and toward the ulnar side. The 
amount of force required varies in different cases, 
but is always considerable. At the end of the 
maneuver described the backward tilt of the lower 
fragment is corrected by a sharp forward flexion 
movement. 

Disimpacting the fracture by dorsiflexing the 
wrist and temporarily increasing the deformity is 
harmless but unnecessary. 

After the reduction, the fracture is carefully 
examined with special regard to the position of the 
styloid processes. The prominence on the dorsum 
should have entirely disappeared and the forward 
concavity of the lower end of the radius should be 
restored. If any part of the deformity remains un- 
corrected, the manipulation is repeated. The frac- 
ture is put up with the wrist moderately fl:xed. 

Massage and movements of the fingers are usually 
begun a day or two after the reduction, and move- 
ments of the wrist joint after from ten days to two 
weeks, Antuony F, Sava, M.D. 
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Eliason, E. L.: Fractures of the Fingers. Am. J. 
Surg., 1929, Vi, 501. 

Finger fractures constitute only 3 or 4 per cent 
of all fractures. They often result in deformity and 
disability out of all proportion to the injury. 

In order to facilitate the grasping of objects, the 
proximal and middle phalanges are concave on their 
palmar aspect. This fact must be considered in the 
reduction of fractures. 

Finger fractures are usually produced by direct 
violence, but indirect violence may also be the 
cause, as in fracture of the proximal end of a phalanx 
from a blow on the end of the finger. The base of the 
proximal thumb phalanx is usually broken by a side 
force against the distal end. Such a fracture is 
known as a “sparring fracture” or Bennett’s fracture. 

In the diagnosis, which is seldom difficult with 
the aid of the roentgen ray, care must be taken to 
differentiate the finger fracture from a dislocation, 
epiphyseal separation, sesamoid bone, and (at the 
distal end of the last phalanx) an extra epiphysis. 

Most fractures of the fingers can be reduced by 
manipulation and traction. Crushed fractures of the 
distal end of the last phalanx may require moulding 
of the fragments to prevent unsightly deformity. 
If there is palmar angulation the fragments may be 
given a more normal alignment by binding the finger 
around a roller band or a wooden ball in flexion. 
Occasionally, in multiple or badly comminuted 
fractures, continuous extension with a banjo trac- 
tion splint may be necessary. The sparring or Ben- 
nett fracture at the base of the thumb is best held 
in a light spica cast. Simple fractures unite in from 
two to four weeks without excessive callus. Com- 
pound fractures must be thoroughly cleaned out. 
If this is not possible they should be left wide open. 

A. Ciark, M.D. 


Dudkové, H.: Compression Fractures the 
Vertebree (Kompressive Wirbelbrueche). Casop. 
lék. Eesk., 1928, |xvii, got. 

Compression fractures of single vertebra may be 
caused not only by trauma in the longitudinal axis 
of the spinal column, as in a fall on the head, the 
feet, or the buttocks, but also by a false step, a 
sudden turning of the trunk, or sudden incoérdi- 


nated demands on the muscles of the back. Radiat- 
ing pain in the back, pain when pressure is exerted 
on the head or shoulders, and pain on bending of the 
trunk after trauma are strongly suggestive of injury 
to the spine and call for roentgen examination. 

In the author’s twenty-eight cases of compres- 
sion fracture of the spine the lesion was isolated. 
In none was it associated with injury to the cord. 

In the treatment of such fractures, rest in bed and 
extension for about six weeks are necessary. There- 
after an orthopedic corset should be worn for a year. 

(Z). 


Ott, T.: Our Experiences as Regards the Cause and 
Course of Isolated Fractures of the Transverse 
Processes of the Lumbar Spine (Unsere Erfah- 
rungen ueber die Entstehung und den Verlauf der 
isolierten Querfortsatzfrakturen der Lendenwirbel- 
saeule). Beitr. z. klin. Chir., 1928, cxliv, 605. 

Ott reports twenty-four cases of fracture of trans- 
verse processes of the lumbar spine. In all, the 
fracture was due to direct force. In most cases the 
cause was the falling of masses of rock or coal on 
the lumbar region when the trunk was in a fixed or 
flexed position. The third transverse process, which 
is most exposed, was fractured in seventeen cases, 
the second and fourth processes in eleven cases each, 
and the first and fifth in eight cases each. In eight 
cases, one; in six cases, two; in three cases, three; in 
two cases, four; and in two cases five transverse 
processes were fractured. 

The clinical findings included skin abrasions, a 
hematoma in the erector spinw, a peculiar im- 
pressibility of the musculature, and pain in the 
origin of the psoas muscle on pressure over the 
abdomen. Flexing and twisting of the trunk is 
more painful toward the normal side than toward the 
injured side, and raising the extended leg on the 
injured side is very painful. In one of the cases re- 
ported, Kuemmell’s disease developed as a sequela. 
The dislocation of the fragments depends mainly 
on the number of transverse processes involved. 

The end-result is favorable. In the cases reported 
there was at first a 10 per cent disability, but after 
about six months full working ability, even for 
heavy mining work, had been regained. Bauer (Z). 
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BLOOD VESSELS 


Burian, F.: The Results of War Injuries of the 
Blood Vessels (lolgen der Kriegverletzungen der 
Gefaesse). Cusop. lék. Eesk., 1928, ii, 1493, 1530, 
1574, 1614, 1649, 1680, 1717, 1750. 

This article is based on ninety-four cases of blood- 
vessel injuries sustained in the two Balkan wars and 
the World War and treated surgically. The common 
femoral was injured in 4.4 per cent, the superficial 
femoral in 17.7 per cent, and the deep femoral in 
12.2 per cent. Seventy-two and five-tenths per cent 
of the injuries were due to bullets, 16.2 per cent to 
grenade fragments, and 8.7 per cent to shrapnel. 

An important sign of injury of a large vessel is 
extensive suffusion developing within twenty four 
hours and corresponding to the course of the vessel 
and often that of its collaterals. 

The mildest form of vascular trauma is vascular 
contusion—contusion of the adventitia. This ren- 
ders the vessel segment contracted and pulseless, a 
condition sometimes described as ‘‘ vasoconstrictor 
spasm.” An injury of more severe character is asso- 
ciated with damage to the media and intima and 
occasionally is followed by thrombosis. Such in- 
juries often give rise to peripheral emboli with results 
varying from partial muscular necrosis to gangrene 
of an entire extremity. In the majority of cases, con- 
tusion of the large arterial trunks with thrombosis 
is followed by permanent disturbances of function of 
varying degree with muscular atrophy, hypotonia, 
intermittent claudication, trophic disturbances, cya- 
nosis, numbness, or ulcers. 

Arterial wounds with penetrating defects which do 
not cause severe primary external bleeding give rise 
to diffuse hematomata which predispose to infection 
and increase the danger of secondary hemorrhage. 
An operation was necessitated by secondary hemor- 
rhage in thirty-six of the cases reviewed. The ham- 
orrhage was caused by loosening of the thrombus in 
the vessel wall (sixteen cases), rupture of the hama- 
toma (thirteen cases), the erosion of large vessels by 
a shell fragment (three cases), the bleeding of smaller 
vessels (two cases), or isolated venous injuries (two 
cases). Of twenty-nine patients in this group, nine- 
teen recovered and ten (34.4 per cent) died. By far 
the greatest number of the injuries in this group also 
involved the large thigh vessels, and the mortality 
from secondary hemorrhage from the superficial or 
deep thigh vessels was surprisingly high (50 per 
cent). In most of the cases ligation of the vessels was 
necessary. In four cases suture was possible and 
gave good results. 

Aneurism may develop years after a vascular in- 
jury. Asarule they result from the encapsulation of 
diffuse hematomata. In the cases reviewed, fifteen 


arterial aneurisms were operated upon. In six cases 
suture was possible, but in the remainder ligation of 
the vessel was necessary. Partial gangrene of the 
foot developed only once. Suturing was possible also 
in six of nineteen cases of arteriovenous aneurism. 
Circular suture was done in four, longitudinal suture 
in one, and transverse suture in one. The results 
were good. In several cases ligation was followed by 
trophic disturbances of varying degrees. Such dis- 
turbances are usually more severe the more central 
the ligation of the vessel. Many of the patients 
treated by ligation had considerable difficulty the 
rest of their lives. In large aneurisms, ligation is 
essential as extensive resection of the vessel cannot 
be avoided and reunion of the ends is impossible. 
Kinpt (Z). 


Albright, F.: The Syndrome Produced by an 
Aneurism at or Near the Junction of the In- 
ternal Carotid Artery and the Circle of Willis. 
Bull. Johns Hopkins Hosp., Balt., 1929, xliv, 215. 


The author describes the syndrome produced by 
aneurism at or near the juncture of the internal ca- 
rotid artery and the circle of Willis. The symptoms 
in two cases in which a diagnosis of rupture of the 
aneurism was made and the autopsy findings in one 
case, are described and thirty cases with localizing 
symptoms before death are reviewed from the liter- 
ature. The entire series falls into five etiological 
groups—mycotic, traumatic, syphilitic, arterioscle- 
rotic, and congenital. 

The symptoms may be divided into two main sub- 
groups: (1) neighborhood symptoms due to involve- 
ment of structures in this region, and (2) symptoms 
arising from leakage of blood into the subarachnoid 
space. The neighborhood symptoms, except in cases 
of the larger aneurisms, usually become manifest 
only after partial rupture of the aneurism and the 
formation of a false aneurism. The most common 
neighborhood symptoms are internal and external 
paralysis of the third nerve and involvement of the 
first branch of the fifth nerve. The third nerve was 
involved in every case in the series reviewed. In one 
of the cases, relief of pain by obliteration of the com- 
mon carotid artery in the neck was a helpful diag 
nostic sign. In one case the internal carotid artery 
was ligated in the neck without success. ‘The pos- 
sibility of relieving the condition by surgery is dis- 
cussed but no conclusions are reached. 

Jacos M. Mora, M.D. 


Holman, E.: Arteriovenous Aneurism. 
& West. Med., 1929, Xxx, 307. 


The formation of an arteriovenous fistula is accom- 
panied by a marked fall in the blood pressure and an 
increase in the pulse rate. To compensate for these 
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changes an increase in the total blood volume 
occurs. 

In the presence of the larger fistule, dilatation of 
the heart and of the artery and vein proximal to the 
fistula invariably occur. 

The extent of the blood-volume increase and of 
the dilatation of the heart depends upon the size of 
the fistula. The dilatation may proceed to complete 
myocardial failure. 

Arteriovenous fistula should therefore be elimin- 
ated, preferably by quadruple ligation of the artery 
and vein and excision of the fistula. 

The elimination of a fistula may precipitate car- 
diac decompensation incident to overdistention of 
an already dilated heart. ‘To prevent this excessive 
dilatation, venesection may be necessary in the 
course of the operation. 

After the operation, measures must be taken to 
relieve the myocardial strain imposed by the increase 
in the diastolic pressure accompanying the elimina- 
tion of the fistula. Joun J. Maroney, M.D. 


De Tak4ts, G., Quint, H., Tillotson, B. I., and 
Crittenden, P. J.: The Impairment of Circula- 
tion in the Varicose Extremity. Arch. Surg., 
1929, Xviii, 671. 

The treatment for varicose veins should be directed 
toward the reduction of venous pressure to relieve 
stagnation and increase capillary activity. 

The venous pressure may be reduced to some ex- 
tent by elastic support. Simple ligation of the saphe- 
nous vein will decrease it temporarily. The most 
effective procedure is surgical removal of the affected 
segments or obliteration of the vein by injection. 

Arteriosclerotic and diabetic gangrene and throm- 
bo-angiitis obliterans are often associated with ve- 
nous dilatation and inflammation. Recognition of 
these conditions is of great importance in the treat- 
ment and prognosis. 

E. SHackLeton, M.D. 


Kilbourne, N. J.: The Treatment of Varicose Veins 
of the Legs: Considerations of Safety. J. Am. 
M. Ass., 1929, xcii, 1320. 

In the treatment of varicose veins of the leg, phy- 
sicians are trying to choose between the method of 
operative excision and the method of injection with- 
out knowing the exact risk involved by either. 

The author sought to determine the risk of opera- 
tion by sending a questionnaire to a large number of 
large American hospitals. As the result of this in- 
quiry he collected 4,607 cases treated by excision 
with 8 deaths from embolism and 10 deaths due to 
unknown causes. The mortality of the excision 
method in this large series was therefore 0.4 per cent. 

The mortality of the injection method cannot be 
determined with the same exactness because the 
treatment is ambulatory. McPheeters collected ap- 
proximately 53,000 cases treated by injection with 11 
deaths. 

A critical evaluation of the factors involved shows 
that the comparative risk of the two methods is 


probably even more favorable to the injection meth- 
od than these figures indicate. The incidence of 
recurrence after the injection method is only one- 
sixth as high as the incidence of recurrence after the 
operative method. | Howarp A. McKnicurt, M.D. 


McGregor and Simson: Thrombo-Angiitis Obliter- 
ans: with Special Reference to a Case Involving 
the Spermatic Vessels. Bril. J. Surg., 1929, xvi, 
539- 

The case reported suggested tuberculous epididy- 
mitis but there were radiating pains which are usu- 
ally absent in tuberculous epididymitis and there was 
considerable thickening of the upper end of the vas 
whereas in tuberculous epididymitis the thickening 
of the vas begins at the testicular end. The thicken- 
ing was found to be due to thickened veins and 
thrombosed vessels adherent to the vas. 

The histological changes found in the spermatic 
vessels were those of thrombo-angiitis obliterans. 
The sequence of events is: acute inflammatory infil- 
tration of the coats of the vessels and surrounding 
supporting tissues; occlusive thrombosis; the forma- 
tion of purulent foci in the peripheral part of the clot; 
replacement of the leucocytic areas by giant-cell foci; 
and finally, organization and canalization of the ob- 
turating mass associated with the matting together 
of neighboring arteries, veins, and nerves by inflam- 
matory fibrosis. 

The histological findings support the theory of 
Buerger that thrombo-angiitis obliterans begins as 
an acute inflammation The cause of the inflamma- 
tion has not yet been found. Samuet Kaun, M.D. 


Zeller, O.: Presenile Gangrene of the Extremities, 
Raynaud’s Disease, and Erythromelalgia (Die 
praesenile Gangraen der Extremitaeten, Ray- 
naudsche Krankheit und Erythromelalgie). Jah- 
resk. f. aerztl. Fortbild., 1928, xix, 36. 


Presenile gangrene of the extremities is a thrombo- 
angit': obliterans (Buerger) with inflammatory 
changes in all of the layers of the vessel wall and 
thrombus formation. Another form of the same 
condition is the juvenile arteriosclerosis with 
sclerosis of the media and intima and thrombus 
organization. The Jewish race is particularly pre- 
disposed to these diseases. Changes similar to those 
in the arteries are found also in the veins. Spasms 
of the vasa vasorum are thought to be an etiological 
factor (Goecke). Males are affected almost exclu- 
sively. By some investigators, trauma is believed 
to be an exciting factor. In the author’s opinion, 
frequent exposure to wet, over-exertion, psychic 
excitement, alcohol, and nicotin are of importance in 
the etiology. Nicotin increases the excretion of 
adrenalin from the adrenals, thereby increasing the 
blood pressure. Von Oppel believes that presenile 
gangrene may be considered a late result of a 
hyperadrenalinemia, but this view is opposed espe- 
cially by Russian writers. 

Raynaud’s disease occurs most frequently in 
women between the ages of eighteen and twenty- 
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five years of age. There is asphyxia usually of a 
finger which is similar to frost-bite but there is no 
thrombosis. Raynaud thought the cause was a 
spasm of the arteries due to irritation of the sym- 
pathetic such as was ascribed by von Oppel to 
adrenalinamia. 

Erythromelalgia may also lead to gangrene. 
It occurs more frequently in males than in females 
and begins usually in the feet. The characteristic 
phenomena are swelling, redness, and pain which 
are less marked when the limb is in the horizontal 
position and are aggravated by the vertical position, 
especially in hot weather. The application of cold 
gives relief, whereas in presenile gangrene heat 
gives relief. When the foot affected by erythro- 
melalgia is in a dependent position, dilatation of the 
veins and strong pulsation of the pedal arteries are 
noted. In suprarenal arteriosclerosis there is a 
slowly developing hyperemia in the weak collateral 
branches. 

In presenile gangrene and Raynaud’s disease, 
adrenalectomy has given good immediate and late 
results. Periarterial sympathectomy has given good 
immediate results in all three conditions, but they 
have been only temporary. The medical treatment 
should include prohibition of smoking, the avoid- 
ance of injuries, rest in bed, foot hygiene, light 
treatment, baths, and the internal administration 
of iodine. When gangrene appears, the demarca- 
tion should be awaited and amputation should be 
done very economically as the affection usually 
attacks several limbs. Mever (Z). 


BLOOD; TRANSFUSION 


Denissowa-Ssuscewskaja, P.: Essential Thrombo- 
penia and the Influence of the Menstrual 
Cycle on Its Course (Zur Frage ueber die essen- 
tielle Thrombopenie und ueber den Einfluss des 
menstruellen Zyklus auf ihren Verlauf). Zentralbl. f. 
Gynaek., 1928, p. 2535. 

In the author’s opinion, the case reported in this 
article indicates that the hemorrhagic diathesis is 
dependent upon the endocrine sex glands. The 
patient, a woman forty-seven years of age, com- 
plained of the frequent appearance of large blue 
flecks over her entire body, frequent hemorrhages 
from the uterus, and bleeding from the gums. Dur- 
ing her six pregnancies in a period of twenty-two 
years the haemorrhagic spots entirely disappeared. 
The patient was the only member of her family so 
affected. 

The blood findings were: hemoglobin 76 per cent; 
erythrocytes, 4,000,000; leucocytes 7,000 (62 per 
cent neutrophils, 23 per cent lymphocytes, and 14 
per cent monocytes), thrombocytes 88,000 (Fonio); 
and blood-sugar 0.102 per cent. The Wassermann 
test was negative. The bleeding time was from 
thirteen to fifteen minutes. Coagulation was nor- 
mal. During the menstrual periods the thrombo- 
cytes decreased to as low as 30,000, but after men- 
struation returned to the previous number. 

Bock (G). 
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Pijper, A.: An Improved Diffraction Method for 
Pernicious and Other Anzmias. Brit. M. J., 
1929, i, 635. 

Pijper describes a method of determining the aver- 
age size of blood cells by diffraction. When a beam 
of white light is sent through a blood smear it is 
broken up, i.e., diffracted, by the blood cells into the 
spectral colors. From the distribution of the colors, 
the mean diameter, the degree and quality of aniso- 
cytosis, and the degree of poikilocytosis of the red 
cells can be determined. The theory, technique, and 
advantages of the method are given in detail. 

Manuet E. Licutenstetn, M.D. 


Murphy, W. P., and Powers, J. H.: The Value of 
Liver in the Treatment of Anzmia Due to 
Hemorrhage. Surg., Gynec. & Obst., 1929, xlviii, 
480. 

Seventeen patients with anemia due to hemor- 
rhage were treated with large amounts of beef or 
calves’ liver together with a diet containing green 
vegetables, fruit, and red muscle meat. Six of them 
received, in addition, large doses of iron. Seven con- 
trol patients received neither iron nor a special diet. 
The control patients showed very little change in the 
concentration of either hemoglobin or red blood cor- 
puscles during a period of two weeks whereas four- 
teen of the seventeen patients treated with liver or 
liver and iron showed a definite increase in both he- 
moglobin and red blood corpuscles. The patients 
treated with liver and iron had a greater increase in 
hemoglobin than those treated with liver alone. All 
except two of the patients receiving liver who were 
followed for from one to four months continued to 
show improvement comparable with that observed 
during the first two weeks. In the two exceptions the 
haemoglobin remained persistently low. 

From these observations it appears justifiable to 
conclude that liver together with a dietary regimen 
stimulates the formation of hemoglobin and red cor- 
puscles in anemia due to chronic hemorrhage and 
that the formation of hemoglobin is still further in- 
creased by the addition to the diet of large amounts 
of iron. Samuet Kaun, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Gilbert, R.: The Treatment of Malignant Granu- 
lomatosis by Penetrating Roentgen Therapy 
(Le traitement de la granulomatose maligne par la 
roentgentherapie penetrante). Acta radiol., 1928, 
$52. 

The author recommends a methodical treatment 
the success of which depends not only on biological 
and physical factors but also on clinical and ana- 
tomical factors. 

After reviewing the effects of the roentgen rays on 
granulomatous, glandular, and non-glandular tis- 
sues, he describes the method which he has used in 
fifteen cases since 1922 and reports the results ob- 
tained. He states that roentgen therapy s the 
treatment of choice for malignant granulomatosis, 
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but that the method by which the irradiation is 
given is of great importance. The varied clinical 
course and anatomical localization of the disease 
must be borne in mind and the Clinical diagnosis 
confirmed by biopsy. ‘To obtain long remissions he 
gives the following rules: 

1. Apply to this condition, in which deep lesions 
are very frequent, a technique of deep roentgen 
therapy with well-selected rays similar to that which 
is applied to neoplastic tissue, even though in 
granulomatosis the tumors are very probably of an 
inflammatory nature. 

2. Cause to be absorbed by the diseased tis- 
sues, from the first treatment, a dose of the roentgen 
rays sufficient to destroy them (in the first series of 
irradiations a dose averaging from 1,000 to 1,200 
R Solomon as determined by our present methods of 
meesuring). 

3. Divide the dose for each area into several 
trea ments given over a period of from ten to fifteen 
days. The entire treatment should not exceed one 
month. 

4. So far as the general condition and the condi- 
tion of the blood permit, irradiate in the first 
treatment not only the visible and palpable local- 
izations of the disease, but also the regions which, 


though normal in appearance, are known to be 
frequently involved by extension of the condition. 
Remember that the action of irradiation on granu- 
lomatous tissue is essentially local and direct. 

5. Keep the patient under observation, but in 
order to prevent a premature condition of radio- 
resistance and to conserve the chances of an ulti- 
mately successful result, refrain from repeating the 
irradiation therapy until the first signs of a recur- 
rence are noted. 

6. Supplement the irradiation therapy with 
medical treatment according to the requirements of 
the particular case. As a preventive in the course of 
remissions prescribe arsenic but do not give irradia- 
tion therapy. 

The results obtained by the author are very 
superior to those obtained with only moderately 
penetrating irradiation, poorly selected irradiation, 
and fractional and spaced doses. ‘They are charac- 
terized by absence of recurrence for years in rela- 
tively benign cases and by long remissions (averaging 
from one and one-half to two years) in the majority of 
other cases, remissions which sometimes can be re- 
newed by further irradiation. During these long 
periods of apparent cure the patients usually recover 
full capacity for work. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Kime, E. N.: Electrosurgery. New England J. Med., 
1929, CC, 532. 


Electrosurgery is a valuable therapeutic aid in 
certain conditions such as premalignant and malig- 
nant neoplasms and the various infective granulo- 
mata. Its proper use requires good surgical judg- 
ment, operative skill,.and a sound and practical 
knowledge of the scientific principles underlying the 
technique of application of the various types of 
damped and undamped oscillatory high-frequency 
currents for electrothermic destruction of patho- 
logical processes. 

Electrodesiccation and fulguration are similar in 
that they are both obtained from uniterminally 
administered currents of very high tension, very 
high frequency, and very low amperage. In the 
former, the needle is placed almost or quite in con- 
tact with the tissue to be destroyed, whereas in the 
latter the supposedly destructive spark is made to 
jump an air gap and the usual result is carbonization 
of the surface which insulates the underlying neo- 
plastic cells and prevents their destruction. Elec- 
trodesiccation is differentiated from electrocoagula- 
tion in that the former is uniterminally applied and 
the latter is biterminally applied. Electrodesiccation 
is indicated for premalignant lesions and lesions of low 
malignancy, especially those located about the eye- 
lids, face, nose, or ears, or in any other area where 
scar tissue must be prevented. 

The advantages of electrosurgery are as follows: 

1. The operation is quickly performed since little 
time is lost in obtaining hamostasis. 

2. Most operations in which this method is in- 
dicated may be done under hyoscin-morphine-cactin 
analgesia and local or regional anesthesia. 

3. Postoperative pain and shock are either absent 
or relatively slight. 

4. The operation causes little blood loss and less 
acidosis. 

5. The desiccated wounds heal without a scar. 

The operative field must be absolutely dry. Pre- 
liminary ligation of the main vessel may be neces- 
sary. If secondary hemorrhage occurs it is usually 
due, not to infection, but to partial destruction of a 
large vessel. When local anesthesia is used the 
current density should be less as otherwise the 
extent of the coagulation may exceed the desired 
limits. Antuony F. Sava, M.D. 


Lawrence, R. D.: Postoperative Acidosis. 
Roy. Soc. Med., Lond., 1929, xxii, 747. 


Proc. 


A slight but true acidosis involving a temporary 
decrease in the alkalie reserve and an increase in the 


urinary acidity occurs after all inhalation anwsthe- 
sias. Ketonuria is present in from 20 to 80 per cent 
of cases. Local anesthesias also produce these con- 
ditions, but less frequently. 

The acidosis seems to depend on complex factors, 
but mainly on tissue anoxemia caused by the dis- 
turbance of normal respiration and circulation dur- 
ing operative procedures. In the normal person th 
acidosis is very slight and transient and causes no 
symptoms. It cannot be entirely prevented by the 
previous administration of sodium bicarbonate, 
glucose, or insulin, but a high carbohydrate diet 
before operation decreases the tendency toward its 
development. When acidosis is present before oper- 
ation it becomes more marked afterward and re- 
quires treatment to prevent complications. 

The pre-operative and postoperative treatment 
of acidosis and ketosis in normal persons and 
diabetics is discussed. SamueL Kaun, M.D. 


Feriz. H.: The Resorbable Tampon (Ueber den 
resorbierbaren Tampon). Zentralbl. f. Chir., 1928, p. 
3138. 

Tamponade with gauze strips, which is still so 
often necessary, is an unphysiological procedure. 
Attempts to obtain haemostasis with absorbable 
substances finally led to the use of vivocoll (Vogel). 
Vivocoll consists of centrifugalized sterile beef blood 
plasma, 96.3 parts; a 1:10 solution of sodium citrate, 
3.5 parts; and an antiseptic derivative of chinolin, 
0.2 parts. The solution is made ready for use 
(activation of the blood-coagulating ferments) by 
warming it and adding calcium chloride solution. On 
injection, the fluid coagulates at once. When it is 
poured into the wound, coagulation requires two or 
three minutes. 

Vivocoll adheres only to the wound surfac and 
not to intact epithelium. Experiments carried out on 
animals to determine its effect on the tissues and on 
wound healing, its absorbability, and the danger of 
infection and anaphylaxis associated with its use 
showed that when it was injected subcutaneously it 
was absorbed as quickly as blood. After one week it 
could no longer be found. Epithelial defects treated 
with vivocoll healed more quickly and with less 
reaction than control wounds covered with boric 
ointment. Connective tissue organization was found 
to take place in vivocoll tamponade. After initial 
round-cell infiltration, young connective tissue cells 
became visible at the margins and capillaries were 
seen. Finally a small vascular connective tissue 
nodule was formed. In tests of the regenerative 
power of vivocoll in muscle defects no positive 
results were obtained. Signs of anaphylaxis were not 
observed and, because of the slow absorption of the 
protein substances, anaphylaxis was not feared. No 
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infection occurred from the vivocoll. Vivocoll could 
not be used as a culture medium for bacteria; 
staphylococci, streptococci, and colon bacilli would 
not grow on it. 

Vivocoll tamponade may be employed with drain- 
age (old abscesses, nephrectomy in cases with 
suppuration, etc.). Tuberculous abscesses may be 
treated with iodoform-vivocoll. Simultaneous 
roentgen irradiation is not advisable. Vivocoll is of 
value chiefly for hemostasis. It is of aid especially 
in cases of goiter, brain tumor, and hydrocele. In 
prostatectomy, bleeding may be controlled by filling 
the wound cavity with vivocoll and at the same time 
injecting vivocoll into the surrounding tissues. It is 
necessary to stop the bleeding by direct pressure or 
temporary gauze tamponade until the vivocoll 
coagulates. 

In conclusion the author states that vivocoll 
tamponade is better than gauze strips although its 
use is still somewhat complicated and requires 
practice. Witims (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Burnet, F. M.: Bacteriophage in Its Clinical As- 
pects. Med. J. Australia, 1929, i, 406. 

Burnet reviews briefly the development of our 
knowledge of the bacteriophage. 

The evidence so far acquired indicates that in dis- 
eases which are essentially or largely septicamic, the 
bacteriophage plays little part and can be of thera- 
peutic use only indirectly, but that in infections prac- 
tically limited to the contents and lining of the 
alimentary canal, such as bacillary dysentery, food 
poisoning by the salmonella group, and cholera, a 
bacteriophage active against the pathogen usually 
develops and may be a factor determining recovery. 
In the latter group the administration of active bac- 
teriophage by mouth is a rational therapeutic proce- 
dure. Although there is no unanimity of opinion on 
the point, this treatment seems to have been respon- 
sible for some extremely successful results. 

Jacos M. Mora, M.D. 


Oudard, Guichard, and Le Bourgo: Immunotrans- 
fusion in Surgical Infections (L’immuno- 
transfusion dans les infections chirurgicales). Bull. 
et mém. Soc. nat. de chir., 1928, liv, 1331. 


The authors report five cases of immunotrans- 
fusion, The conditions treated were streptococcus 
pyemia following burns; mastoiditis and a cervical 
streptococcus phlegmon ; ‘acute otitis media, mastoid- 
itis, and streptococcus pyemia; purulent otitis media 
and purulent streptococcus pyemia; and cervical 
cellulitis and streptococcus septicemia. 

Wright’s technique was used. Anti-staphylococcus 
vaccine was given in three cases and anti-streptococ- 
cus vaccine in two. From six to ten hours after the 
vaccination a half liter of blood was taken from a 
suitable donor, defibrinated, beaten for from twelve 
to fifteen minutes with an ordinary fork, and then 


injected slowly into the patient’s vein, the injection 
taking from twenty-five to thirty minutes. A half 
liter of blood after defibrination yields about 350 gm. 
of fluid. From 300 to 500 c. cm. of defibrinated 
blood was injected. 

No serious symptoms were seen in the course of 
the transfusion in any of the cases, but in two cases 
quite violent chills began half an hour after the 
transfusion and lasted for about twenty minutes. 
There were none of the serious symptoms that are 
sometimes seen after the transfusion of citrated or 
whole blood. After the transfusion, the blood 
pressure rose. Within a few hours there was a fall in 
the temperature, if not complete apyrexia, and im- 
provement in the general condition was noted. In 
two cases the cure was certainly brought about by 
the transfusion. In two others, the transfusion con- 
tributed to the recovery. One patient died, the 
transfusion having been given too late. 

The authors did not make the careful study of the 
opsonic index of the donor and patient before or 
after the transfusion that is recommended by 
Wright. They conclude that while the number of 
cases was too few to permit a comparison between 
this and other methods of immunotransfusion, they 
at least show the clinical value of immunotransfusion 
in serious cases of infection that have proved re- 
sistant to other methods of treatment. 

Aubrey G. Morcan, M.D. 


ANZSTHESIA 


Cahen, P.: Regional Anaesthesia of the Limbs 
Induced by the Venous Route (L’anesthésie 
régionale des membres par voie veineuse). J. de 
chir., 1929, XXxxiii, 34. 

In the technique described a solution of novocain 
is introduced into the veins of the segment of the 
limb to be operated upon. Two conditions are 
necessary: the blood must be excluded from the 
operative zone by means of an Esmarch bandage, 
and the novocain solution must remain in the veins 
throughout the operation. A tourniquet must be 
kept at the upper and lower limits of the zone to be 
anesthetized. The novocain is injected against the 
blood current. 

The anesthesia lasts about six minutes after re- 
lease of the upper tourniquet and these minutes 
are employed to obtain hemostasis. All vessels of 
importance are sought and tied. In the closure of 
the wound, catgut is placed in the aponeurosis and 
silkworm gut in the skin, but the sutures are not tied 
immediately. After the upper tourniquet is loosened 
the small vessels are tied. Before the cannula is re- 
moved the turncock is opened and the rest of the 
solution pressed out. The other tourniquets are then 
loosened, the cannula is withdrawn, and the vein 
is tied with one of the strands of catgut inserted at 
the beginning. 

The literature reports more than 600 cases in 
which this procedure has been employed. The 
author has used it in 30 cases. In 2 it failed because 
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of an error in the technique. In the others the 
anesthesia was perfect. The operations included 
amputations, trephinations, and _ osteosyntheses. 
The chief error consists in not tightening the upper 
tourniquet sufficiently. The method is particularly 
suitable to the upper limb, especially the forearm. 
Pace. 


Herzberg, M. H.: Pharmacological Experiments 
with Avertin (Pharmakologische Versuche mit 
Avertin). Deutsche med. Wchnschr., 1928, i, 1044. 


In experiments with avertin carried out on rabbits 
it was found that from 0.3 to 0.4 gm. per kilogram of 
body weight of the avertin must be administered 
rectally to induce a deep narcosis. When from 0.4 to 
0.5 gm. was given most of the animals died. There- 
fore the difference between the narcotizing and lethal 
dose in the rabbit is slight. Even when “thera- 
peutic” doses were given there was a marked drop in 
the blood pressure and the breathing became slower 
and more superficial. Since, according to Killian, 
the sensibility of the respiratory center to carbon 
dioxide stimulation is reduced to insensibility in 
avertin narcosis, caffein sodium benzoate fo. 1 to 0.4 
gm. per kilogram of body weight) was given intra- 
venously in 20 per cent solution. As a result, the 
respiration increased in frequency and depth and the 
pulse pressure and blood pressure rose 

Up to the present time no clinical experiences with 
the intravenous administration of caffein have been 
recorded. In experiments on animals caffein given 
intravenously interrupted avertin narcosis, but it 
was impossible to increase the lethal dose with 
caffein. In rabbits, avertin-Ringer’s solution caused 
a local irritation of the conjunctiva which, after dis- 
continuance of the avertin, persisted as an exudative 
conjunctivitis. In the rectal mucosa of rabbits no 
histopathological changes .could be demonstrated 
after one induction of avertin narcosis, 

TOELKEN (Z). 
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Harttung: Pernocton Twilight Sleep (Beitrag zum 
Pernocton-Daemmerschlaf). Arch. f. klin. Chir., 
1928, cliii, 664. 

Harttung reviews fifty-two cases in which pernoc- 
ton twilight sleep was induced. One patient died, 
two showed marked excitation, nine suffered from 
nausea and retching without vomiting, six had 
severe vomiting lasting for as long as a half hour, and 
one suffered from headache and exhaustion. Pul- 
monary complications were no less frequent than 
without the use of pernocton, but there was no car- 
diac, renal, or liver injury. The use of morphine 
should be avoided. In several instances the injection 
of morphine seemed to provoke excitement states. 

The narcosis lasted from thirty-five minutes to 
almost nine hours. Its duration carinot be predicted. 
In the cases in which it lasted longest the use of 
oxygen failed to cause awakening. 

Amnesia developed in fifty of the fifty-two cases. 
In the later cases the administration of veronal on 
the preceding evening was omitted as unnecessary. 

The one death was that of a man of thirty-four 
years who was suffering from osteomyelitis and peri- 
nephritis. Both lesions were exposed. The kidney 
was found functionally damaged. In addition to 5 
c.cm. of pernocton, it was necessary to use 190 gm. of 
ether. Morphine and veronal had both been given 
before the induction of the anesthesia. The author 
attributes the death to cumulative poisoning. He 
reviews the two fatal cases reported by von Haberer 
and Bumm. He believes that the death in von 
Haberer’s case was due definitely to the anesthesia 
but that the death reported by Bumm may have 
been due to phenolphthalein. In more than 6,000 
pernocton narcoses there have been 4 or 5 deaths. 

The dosage of pernocton must be regulated very 
carefully. Complete pernocton narcosis is best 
avoided. The dose should not exceed 9 mgm. per 
kilogram of body weight and should be given slowly. 
Other sedatives are contra-indicated. Pernocton is 
simply a supplement to ether. RuGE (Z). 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Desjardins, A. U.: The Status of Radiology in 
America. J. Am. M. Ass., 1929, xcii, 1035. 


The sensation in scientific circles and also among 
laymen caused by Roentgen’s announcement, in 
1895, of the discovery of the X-rays resulted in a 
rapid and widespread utilization of the new rays 
for medical purposes by persons inadequately trained 
for such work. This seriously hampered the sound 
development of roentgenology as a branch of medical 
practice. The equally revolutionary discovery of 
radium by Becquerel and the Curies opened another 
avenue in the same field, but radium is so costly 
that only a few institutions and individuals could 
afford to purchase it. Its cost therefore prevented a 
popularization of its use comparable with that of the 
roentgen rays, whereas the constant simplification 
of construction and manipulation of the apparatus 
required to generate roentgen rays, with a tremen- 
dous extension of the credit system, permitted an 
increasing number of physicians to equip themselves 
for work in roentgenology. Not only has the sale 
of roentgen-ray apparatus been extended to quacks 
and outlaws of the borderland, but many legitimate 
practitioners not qualified for such work are using 
roentgen procedures in diagnosis and treatment. 

As a result of its distorted and abnormal growth, 
the radiological situation in America today shows 
many weaknesses. Some physicians are devoting 
their time exclusively to diagnostic roentgenology, 
some to both diagnostic and therapeutic radiology, 
some to radium therapy, and some to therapeutic 
radiology, while only a minority have become pro- 
ficient in general radiology. This state of affairs in 
private practice is reflected in a corresponding lack 
of sound organization even in the best hospitals, 
clinics, and other institutions for the care of the sick. 
The inevitable consequence is that, with the excep- 
tion of a small number of exceptionally qualified 
experts, the general level of the specialty is not high, 
and workers in this field may often be heard to be- 
wail the faint respect with which their efforts are 
viewed by their fellow physicians in other specialties. 

A defect of American medical practice in contrast 
with that of European countries is that in America 
a physician may pose as a specialist despite in- 
adequate instruction and meager experience. The 
medical profession is still suffering from the delusion 
that roentgenology differs little from photography, 
and many internists and surgeons who have ac- 
quired a smattering of radiological knowledge at- 
tempt to carry out for themselves the radiological 
procedures involved in the care of their patients. 
It is a common practice of hospitals and private 
physicians to employ, not a professional specialist in 


radiology, but a non-professional technician who 
often is expected only to make roentgenograms, the 
interpretation of which is reserved for the profes- 
sional employer or members of the hospital staff, 
but whose opinion is sometimes accepted or acted 
on by the physicians who employ him. It is obvious 
that physicians working under such conditions can- 
not realize or give their patients the advantage of the 
full possibilities of medical radiology. The only 
way of stopping this tendency is to raise the level 
of radiology and the ability of the radiologist. 

The factors responsible for the existing condi- 
tions are chiefly: (1) the rapid development of 
medical radiology and failure to organize its various 
phases along sound lines; (2) the lack of thorough 
fundamental training in radiology; and (3) the un- 
fortunate loss of contact with clinical medicine by 
which many radiologists are handicapped. ‘There are 
only one or two schools in America in which any- 
thing approaching a thorough postgraduate course 
of instruction in radiology is given. These various 
factors have tended to discourage able young physi- 
cians from electing radiology as a career. 

In the attempt to improve the present situation 
the first and most important step must be to take 
measures to attract to the field of radiology young 
physicians of the highest caliber. ‘To make radiology 
more attractive to able and ambitious men the arti- 
ficial divisions of radiology which have acted as in- 
hibitory influences must be removed; a career in 
radiology must be made as interesting and satis- 
factory from every point of view as a career in any 
other phase of medicine. Medical institutions should 
be impelled to re-organize their separate services of 
diagnostic roentgenology and therapeutic radiology 
into departments of general radiology under com- 
petent directors. Instruction in radiology must be 
improved and hospital authorities must recognize 
the necessity for securing radiologists more sub- 
stantially trained in the subject as well as possessing 
sound knowledge of clinical medicine. Radiology 
should be brought into more intimate relation to 
clinical medicine and surgery and this relation 
adjusted so that the radiologist or roentgenologist 
may be kept in close contact with clinical problems. 
The Council on Medical Education and Hospitals 
can do much to ameliorate present conditions by 
establishing and enforcing minimal standards of 
training in radiology and in the practice of radiology 
and its divisions, and by requiring proper working 
conditions. Many problems cannot be dealt with 
arbitrarily. If the radiologist and roentgenologist 
will coéperate with the Council and undertake to 
remedy by themselves the defects which they alone 
can remedy, radiology may soon be recognized as 
the peer of other medical specialties. 
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RADIUM 


Berven, E., and Heyman, J.: Report on Cases 
Radiologically Treated at Radiumhemmet, 
Stockholm. Acta radiol., 1928, ix, 497. 


This article reports upon the results of radium 
treatment in over 500 lesions. All cases treated at 
Radiumhemmet during the period from 1921 to 1927 
are included. There are four tables. Table 1 gives 
the data on the cases treated with radium in the 
period from 1921 to 1927, and Table 2 the data for 
cases treated with electro-endothermy and desicca- 
tion in the year 1927. Table 3 deals with the cases 
of cancer of the cervix of the uterus treated in the 
period from 1914 to 1927, and Table 4, with those of 
cancer of the body of the uterus treated in the period 
from 1913 to 1927. 

In all, 14,608 persons applied for treatment; 5,592 
were not suitable for treatment; 906 abandoned 
treatment; 251 have been treated only recently; 
1,225 were not benefited; 4,100 were rendered 
symptom free; 160 were symptom free at the time of 
death from other causes; 139 were symptom free for 
a time and then developed a recurrence and were re- 
treated without benefit; 734 were benefited; and 209 
were benefited temporarily, their condition there- 
after becoming hopeless. 

The results were as follows: 


Rendered 
symptom — Bene- Not 
Condition Cases free fited benefited 

‘Tuberculous glands........... 240 166 69 4 
Cavernous hemangioma... .. . 292 128 161 3 
Chronic tonsillitis............ 406 304 go 9 
Cancer of the lip.........55.. 141 111 3 17 
Cancer of the tongue......... 45 14 1 27 
Cancer of the vulva.......... 60 21 4 23 
123 120 I 2 
68 40 12 ° 
Cancer of the skin,............ 487 419 7 24 
Cancer of the eyelid. ......... 112 104 3 I 
Hyperthyroidism............. 35 26 16 2 
Basedow’s disease............ 51 26 a 2 
Cancer of the breast.......... 61 15 4 26 


Of the patients with cancer of the cervix of the 
uterus, 38 per cent were free from symptoms after 
one year, 29 per cent after two years, 26 per cent 
after three years, 23 per cent after four years, 22 per 
cent after five years, 20 per cent after six years, 19 
per cent after seven years, 17 per cent after eight 
years, 16 per cent after nine years, and 12 per cent 
after ten years. Of those with cancer of the body of 
the uterus, 70 per cent were free from symptoms 
after one year, 69 per cent after two years, 64 per 
cent after three years, 58 per cent after four years, 55 
per cent after five years, 55 per cent after six years, 
58 per cent after seven years, 44 per cent after eight 
years, 29 per cent after nine years, and 22 per cent 
after ten years. A. James Larkin, M.D. 


Carling, F. R.: Radium Teletherapy: Experience 
with a Temporary Bomb. Bril. M. J., 1920, i, 
845. 

The excellent results of radium treatment of 
primary growths and accessible glandular metastases 
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by needles and seeds are generally recognized, but 
some mechanism must be provided for the treatment 
of inaccessible lesions. This problem is being met by 
radium teletherapy. 

The chances of recovery are best when the inten- 
sity is suitably determined. The interstitial placing 
of needles or seeds provides in an economical manner 
an intense irradiation in the growth as compared 
with the surrounding tissues. Surface application 
soon developed into the use of radium at a short 
distance from the skin, which is elementary tele- 
therapy. The extension of the treatment to deep 
lesions resulted in an increase in the distance from 
the radium to the skin to at first 5 cm. and finally to 
a maximum of 16cm. The greater the distance the 
less the destructive intensity in the skin and inter- 
vening body layers as compared with the required 
intensity in the lesion. 

The “standard needle intensity” is defined as that 
intensity which is produced at the surface of a 
sphere with a diameter of 1 cm. when 1 mgm. of 
radium is placed at its center. In teletherapy, one- 
half of this intensity produces the same reactions if 
it is available at the greatest depth. Computations 
show that a lesion 2 in. in diameter and 3 in. long 
will require from 30 to 40 mgm. of radium with the 
needle technique which at a skin distance of 16 cm., 
2,600 mgm. would be necessary to maintain that 
intensity. 

“Relative depth intensity” is defined as the 
relation between the intensity at a depth and that 
at the skin. It has been found that for a depth of 
10 cm. the relative depth dose of 25 per cent may 
be employed satisfactorily. 

The use of radium at a distance from the skin 
from multiple points of entrance, known as “‘cross- 
firing’’ has been developed by Sluys and Cheval of 
Brussels and Regaud of Paris. Regaud and Cheval 
employ four ports of entry, by which they deliver 
a relative depth dose of unity at a depth of ro cm. 
Cheval obtains a relative depth intensity of 15 to 
30 per cent if he treats two patients simultaneously; 
Regaud obtains 25 per cent; and Sluys obtains 28 
per cent. The distances used are 16 cm., 10 cm., 
and 8 cm. respectively. Sluys, using 1% gm. of 
radium, obtains 46 per cent of the relative needle 
intensity; Regaud, using 4 gm. of radium, obtains - 
125 per cent; and Cheval, using 4 gm. of radium, 
obtains 84 per cent. If these results are reduced to 
bombs of 1 gm. each, the percentages are: Sluys, 
36; Regaud, 31; and Cheval, 21. 

A carefully designed bomb is of considerable 
advantage on the score of economy. The design 
should eliminate waste and, in addition, should 
give: (1) an intensity at a depth of 10 cm. of at 
least half the standard needle intensity, (2) a 
relative depth intensity as high as 25 per cent, (3) a 
relative depth dose not less than 100 per cent, (4) 
a filtration not less than the equivalent of 1 mm. of 
platinum, and (5) protection for the workers. 
Ordinarily, 3 in. of lead is sufficient for protection 
while the bomb is being adjusted or the radium may 
be removed to a distance. 
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It is difficult to get the patient properly arranged 
for the treatment. Patients cannot remain in one 
position for more than two hours at a time twice a 
day. In preparing for the treatment, a transparent 
cross-section as obtained from an atlas modified to 
suit the individual case and with an iso-intensity 
chart of the gamma-ray field from the bomb is 
placed beneath the section so as to cover the esti- 
mated position of the growth. By this means the 
required dose is estimated as regards the necessary 
intensity, the relative depth intensity, and the 
relative depth dose. In the use of 1 gm. of radium a 
distance from the skin of 6 cm. has been found most 
satisfactory. 

It is economical to treat two cases simultaneously. 
The four point sources of the permanent bomb are 
at the corners of a square and the radiation from 
each is restricted to a cone of the desired shape by 
means of lead screens. Each involves a separate 


area of skin at entry, but all of them cover the depth 
point. The distance of 6 cm. can be increased or 
may be reduced to 4cm. The normal relative depth 
intensity at a depth of 10 cm. being 25 per cent, a 
relative depth dose of 100 per cent can be obtained 
when four portals of entry are employed. The 
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relative needle intensity at a depth of ro cm. would 
then be one-half the standard needle intensity. 

The two patients may be treated, one on each 
side of the square, by placing them parallel with 
each other on different levels and adjusting the 
bomb between them. ‘To protect the attendant and 
to save time, the necessary adjustments may be 
made with a dummy bomb, the real bomb being 
then substituted for the dummy. 

A. James Larkin, M. D. 


MISCELLANEOUS 


Friedman, M. H.: Local Diathermy: Its Influence 
on Kidney Secretion and on Intramuscular and 
Subcutaneous Absorption. J. Am. M. Ass., 1929, 
xcli, 1648. 

In experiments on dogs the authors noted no 
effect of diathermy on the rate of absorption of sub- 
cutaneously injected epinephrin or phenolsulphone- 
phthalein unless oedema was produced. When 
cedema developed the absorption seemed to be 
distinctly retarded. The rate of absorption of bis- 
muth salts and the rate of urine secretion were 
uninfluenced. GERTRUDE BrarRp, 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Harris, R. I.: Fatal Burn: Death Due to Hzemorr- 
hage Into the Suprarenal Capsule and to 
Hemorrhage From a Duodenal Ulcer. Brit. 
J. Surg., 1929, xvi, 677. 

Harris reports an extensive burn in a female 
child three and one-half years old which resulted in 
death from hemorrhage into the suprarenal capsule 
and haemorrhage from a duodenal ulcer. 

He states that the toxemia of severe burns is 
unlike that found in any other traumatic condition. 
The presence of the dead epithelium excites a re- 
action in the underlying living tissues which 
ultimately results in complete separation of the dead 
from the living cells. This separation is brought 
about by digestion of the dead cells along the line of 
contact by ferments present in the living cells. The 
toxemia is due to protein metabolites formed in the 
process of digestion. 

The usual signs of toxemia due to a burn are 
fever (up to 105 degrees F.), vomiting, drowsiness, 
and convulsions. These are apparently due to the 
action of the toxin upon the central nervous sytem. 
However, the action of the toxin is not limited to 
the central nervous system; it produces changes in 
nearly all of the tissues of the body, postmortem 
evidences of which are to be found in the form of 
widely distributed focal necroses and ecchymoses. 
The postmortem picture closely resembles that 
produced by diphtheria toxin. The central nervous 
system is apparently most susceptible to the action 
of the toxin, and symptoms referable to interference 
with its function usually dominate the clinical 
picture. 

Ulceration of the duodenum resulting from a burn 
is unusual. The mechanism of the production of the 
ulcers and their relationship to burns are still under 
dispute. It seems reasonable to assume that the 
action of the toxin produces focal necrosis and 
haemorrhage in the duodenal mucosa, and that these 
areas are transformed into ulcers by the digestive 
action of the pancreatic juice. 

Suprarenal hemorrhage resulting from burns has 
been recognized even less frequently than duodenal 
ulceration. From the research of Weiskotten, how- 
ever, it appears likely that hemorrhages and focal 
necroses in the suprarenals are the most common and 
most characteristic postmortem findings in cases of 
fatal burns. MERLE R. Hoon. M.D. 


Perez, R. F., Jr.: Epithelioma of the Extremities. 
Am. J. Surg., 1929, vi, 545. 


The author reports thirty-seven cases of epithe- 
lioma of the extremities. Such epitheliomata are 


usually of the squamous-cell type and in spite of 
their histological malignancy are relatively benign 
clinically. The prognosis is fairly good. There is 
little tendency toward involvement of the regional 
lymph nodes. The average duration of life is from 
eight to nine years, whereas in cases of histologically 
similar lip tumors it is only from one to two years. 

Etiologically, epitheliomata of the extremities fall 
into three groups: (1) those occurring on the basis of 
chronic inflammation (ulcers, fistula, scars, lupus) ; 
(2) those associated with warts or moles; and (3) 
those occurring on apparently normal skin. 

The occurrence of an epithelioma after a single 
trauma is rare. Epitheliomata occur more commonly 
on the leg than on the arm; half of those occurring on 
the lower extremity develop on the lower leg, while 
60 per cent of those occurring on the upper extremity 
develop on the back of the hand. They develop more 
frequently in males than in females and in 80 per 
cent of the cases appear after the fiftieth year of age. 

‘The best treatment is adequate surgical removal. 

Jacos M. Mora, M.D. 


Tansey, J., and Utz, L.: Chorionepithelioma in a 
Male. Med. J. Australia, 1929, i, 419. 


Tansey and Utz describe a lung tumor in a man 
twenty-six years of age, the microscopical features 
of which were in all respects identical with those 
observed in uterine chorionic epithelioma. They 
suggest that the origin of such tumors may be 
chorionic rests and chorionic cells which gained 
entrance to the lung through the fetal circulation 
(in utero) just as chorionic cells have been proved to 
enter the maternal circulation during pregnancy and 
lodge in the pulmonary capillaries of the mother. 

Jacos M. Mora, M.D. 


Tureen, L. L.. and Loeb, L.: The Age Incidence of 
Tumors in Mice and Its Inheritance. J. Cancer 
Research, 1929, xiii, 1. 

The age incidence of tumors in mice is determined. 
by inheritance, but the hereditary factors are active 
only when they are associated with other factors, es- 
pecially the internal secretion of the ovary. 

There is a definite relationship between the tumor 
rate and the age at which the tumors occur. In 
strains of mice with a high tumor incidence tumors 
appear as a rule at an early age, whereas in strains 
with a low tumor rate they appear relatively late in 
life. 

These conclusions were confirmed by an analysis 
of the inheritance of tumor rate and tumor age in 
hybrid strains. 

In general, the tumor age curve shows a typical 
shape. After a maximum has been reached at a cer- 
tain period of life, a decline sets in as age advances, 
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probably as the result of a concomitant decrease in 
the metabolic and other activities unfavorable to 
growth processes. Joseru K. Narat, M.D. 


Ewing, J.: The Relation of Cancer to Old Age. 
Am. J. M. Sc., 1929, clxxvii, 461. 


Statistical studies prove that the chance of dying 
of cancer increases up to the end of life and that this 
chance is becoming greater mainly because people 
are living longer and possibly also because exposure 
to cancerigenic agents and habits is greater. How- 
ever this does not prove that any greater number of 
the cancers result from processes of senescence. The 
majority of cancers of the aged are probably ac- 
counted for by the mere lapse of time. 

While senile atrophy of tissues and organs, re- 
placement, fibrosis, and arteriosclerosis create local 
conditions favoring the development of certain 
cancers which may properly be attributed to old age, 
the latter are not numerous. 

It appears that during the senile atrophy of 
tissues and organs isolated cell groups, gland acini, 
lobules, and probably tissue rests escape atrophy 
and find conditions of growth favorable. This sup- 
ports Thiersch’s theory of a disturbance of balance 
between epithelium and connective tissue, but if all 
other causes of death were eliminated, pneumonia 
would become the main cause of death of old persons 
and in the same sense would become a function of 
senescence. 

If precocious atrophy and arteriosclerosis of single 
organs are regarded as phases of senescence, a strict 
chronological classification of cases is unsound and 
many cancers occurring in middle life belong in the 
group of cancers of old age. 

Cancer in the aged must always be considered 
pathological and not an essential phase of the 
process of senescence. Grorcr A. Cottetr, M.D. 


Gruskin, B.: A Serum Test for the Diagnosis of 
Cancer Based on a New Theory of Etiology. 
Am. J. M. Sc., 1929, clxxvii, 476. 


Although numerous serological tests for the diag- 
nosis of cancer have been proposed, none is generally 
regarded as reliable. 

The Waldeyer and Thiersch hypothesis of an equi- 
librium between the connective tissue and epithelial 
elements and the tissue-tension hypothesis of Ribbert 
are in accord with the author’s theory that the equi- 
librium between the connective tissue and epithelial 
elements is dependent upon the presence of antago- 
nistic lytic agents. 

On the basis of this theory the author assumed 
that a lytic agent might be produced by inoculating 
animals with purely embryonic epithelial cells in the 
case of carcinoma and with connective tissue cells in 
the case of sarcoma. 

The specificity of the amboceptor produced by 
immunizing animals with embryonic cells having 
been demonstrated, it seemed logical to utilize this 
immunological principle as a diagnostic test for 
cancer. 


The principle upon which the test is based differs 
fundamentally from that of other tests in that it is 
purely biological and the amboceptor is produced by 
means of purely embryonic cells. 

Amboceptor for carcinoma is obtained from mam- 
malian embryos not older than two months. ‘The 
pancreas and submaxillary glands of such embryos 
are dissected out under aseptic conditions and from 
these organs only the epithelial tissue is removed. 
This tissue, macerated with salt solution, is then 
injected into rabbits. The amboceptor for sarcoma 
is obtained from umbilical cords from which all 
blood has been removed. 

A prepared antigen of these cells has been found 
satisfactory. The use of such an antigen eliminates 
animal inoculation and substitutes a flocculation test 
for the precipitin test. 

The test described was used on the sera of a large 
series of cases of malignant and non-malignant con- 
ditions with such a high percentage of correct results 
that the author believes its validity has been estab- 
lished. Grorce A. Cotterr, M.D. 


Wood, H. B.: Paraffin Not Productive of Cancer. 
J. Cancer Research, 1929, xiii, 97. 


Paraffin has been accused of producing cancer. It 
has been stated that parafiin workers are apt to 
develop cancer of the bladder and cancer of the 
scrotum. British writers have sometimes used the 
word “parafiin” to designate what is more correctly 
termed “paraffin” oil which may be carcinogenic. 
The name “paraffin” should be applied only to a 
definite chemical entity, C2; Hy55. It seems probable 
that in the experimental production of cancer in 
mice by the use of coal tar the high temperature 
distillate of the aromatic benzenes may be carci- 
nogenic. 

Paraflinoma is a chronic granuloma probably due, 
not to paraffin, but to the long-continued action of a 
low-grade chemical irritant. 

In investigations made in fifteen oil refineries in 
Pennsylvania to determine the existence of carcino- 
matous conditions among the paraffin handlers, no 
evidences of cancer or precancerous conditions were 
found in such workers. Joseru K. Narat, M.D. 


Ewing, J.: Radiosensitive Epidermoid Carcinomata 
Am. J. Roentgenol., 1929, xxi, 313. 


The classification of epidermoid carcinomata 
according to potential malignancy by the method of 
Broders has served to emphasize the dependence of 
the prognosis upon the character of the tumor 
rather than upon the method of treatment. There is 
such a wide difference in the reaction of these tumors 
to radiation that the plan of treatment must be 
varied according to the sensitivity. As a rule the 
degree of radiosensitivity runs fairly parallel with 
the degree of potential malignancy. ‘This is not 
always true, however, as all melanomata, which are 
highly malignant, and most carcinomata of the lip 
and tongue are resistant, whereas most carcinomata 
of the oesophagus are radiosensitive. 
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Healy and Cutler found that in cancer of the 
uterus of the higher grades of malignancy radiation 
treatment offers a better prognosis than surgical 
treatment, resulting in a cure in 46 per cent of the 
cases. Epithelial neoplasms of the nasopharynx are 
all sensitive except those of the squamous-cell types. 

Tumors which are most actively growing and 
cellular are most radiosensitive and may be com- 
pletely destroyed by external irradiation. Very 
vascular and bulky papillary carcinomata react 
readily to radiation by necrosis brought about largely 
by the cutting off of their blood supply. 

The location of a tumor as regards the character 
of the tissues surrounding it is a factor of importance 
in the response to radiation. ‘Tumors in vascular 
and cellular tissues respond readily while tumors in 
fibrous and non-vascular tissues react poorly. 
Epidermoid carcinoma invading periosteum or scar 
tissue and tumors in a bed of fat do not react well, 
whereas malignancy of a similar type in lymph 
nodes gives a very favorable response. Other 
fields favoring a good reaction to radiation are the 
cellular vascular tissues of the tongue, tonsils, and 
uterine mucosa. Tumors arising from adult squa- 
mous cells are radioresistant, while those arising 
from stratified epithelium exhibit sensitivity. 

In a study of 300 cases of oral carcinoma it was 
found that the squamous carcinoma is generally 
more resistant than carcinomata of other types. 
‘Transitional-cell carcinoma arising from the base of 
the tongue. pyriform sinuses, tonsils, the floor of the 
mouth, the pharyngeal wall, the nasal mucosa, or 
the sinuses is very radiosensitive. A group of tumors 
called ‘adenoid cystic carcinomata” which are 
found in the mouth and are very vascular are highly 
radiosensitive. ‘The lympho-epithelioma, a tumor of 
nasopharyngeal origin, is very radiosensitive and is 
classified as a transitional-cell carcinoma. 

In summarizing, the author says that radio- 
therapy has called for recognition of several types 
of epidermoid carcinoma which previously were re- 
garded as not of much significance. The treatment is 
definitely aided by the systematic grouping of such 
carcinomata according to the degree of potential 
malignancy and consequently the degree of radio- 
sensitivity. The radiosensitivity of these tumors 
is referable to many causes, chief among which are 
anaplasia, vascularity, desmoplastic reaction, rate 
of growth, and tissue of origin. Radiosensitive 
tumors which respond poorly to surgery may often 
be controlled by external radiation alone or com- 
bined with surgery. A. James Larkin, M.D, 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Nitu, P. C.: The Treatment of Erysipelas with 
Scarlet Fever Serum (Die Behandlung des 
Erysipels mit dem Scharlachserum). Cluj. med., 
1928, ix, 450. 


Twenty-five cases of erysipelas were treated with 
scarlet fever serum. In all, the fever was above 38 
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degrees C. The face was involved in twenty cases, 
the arm in three cases, and the leg in one case. In one 
case the infection was generalized 

Early treatment is important. ‘The injections were 
given intramuscularly in doses of from 25 to 75 c.cm. 
daily. In several cases there was an immediate criti- 
cal fall of the fever with recovery after a single injec- 
tion of 25 c.cm. In the others, two, three, or five in- 
jections were necessary, a total dose of from 75 to 175 
c.cm,. being given. In ten cases (40 per cent) there 
was no result. These were cases in which the erysip- 
elas had its origin in an infected wound or which 
came for treatment after the fourth day. One case in 
which there was an abscess of the lower lid and an- 
other case with a phlegmon were uninfluenced. Serum 
disease occurred in five (20 per cent) of the cases. 
Several of the case histories are reported. 

WouLGEMUTH (Z), 


DUCTLESS GLANDS 


Laffont, A.: The Grafting of Fetal Endocrine 
Glands (La greffe endocrinofoetale). Bull. Soc. 
d’obst. et de gynéc. de Par., 1928, xvii, 830. 

It is evident that the endocrine glands of the fetus 
must be particularly powerful as the organism could 
not grow for a period of twenty years without great 
activity on the part of these glands. In his first 
attempt at practical use of the endocrine glands of 
the fetus the author removed a fragment of supra- 
renal, thymus, hypophysis, and thyroid and two 
ovaries from a fetus that had died in the course of 
difficult labor and grafted them into a woman thirty 
years of age who was suffering from the symptoms of 
a premature menopause resulting from hysterectomy 
and ovariectomy. Within a few days after the graft- 
ing the flashes of heat, malaise, and headache ceased 
and the patient became able to sleep. Within a 
week she lost almost 3 kgm. Her weight then re- 
mained constant for several weeks. ‘Two months 
after the grafting she had gained another kilogram, 
but in the succeeding six months there was no further 
gain. 

This case suggests the possible value of the endo- 
crine glands not only of full-term infants but also of 
younger fetuses and embryos. In the grafting of 
such glands every precaution must be taken to avoid 
transmitting syphilis and tuberculosis. 

Aubrey G. Morean, M.D. 


Judina, N.: The Treatment of Parathyroprival 
Tetany by Blood Transfusion (Die Behandlung 
der parathyreopriven Tetanie mit Bluttransfusion). 
Med.-biol., 1928, i, Ot. 

In twenty-five experiments carried out on dogs, 
Judina found that blood transfusion plus calcium 
chloride inhibits the symptoms of parathyroprival 
tetany; two transfusions and sometimes even a 
single transfusion plus calcium chloride kept the 
animal alive for a long time. 

Loss of the thyroid gland hormone is not the 
cause of the remissions of tetany in animals sub- 
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jected to total thyroid-parathyroidectomy. Im- 
plantation of the thyroid gland, which relieves the 
initial symptoms of the myxcedema, does not pro- 
duce new tetany in animals that have recovered 
from parathyroprival tetany. The total amount of 
calcium in the blood plays no part in the patho- 
genesis of tetany: the latter may be absent after 
removal of the parathyroid glands and when the 
calcium content is only half the normal amount. 

The fact that the simultaneous infusion of calcium 
chloride is absolutely necessary for the success of 
blood transfusion in parathyroprival tetany speaks 
in favor of the theory of Bogomolec that the physio- 
logical purpose of the parathyroid glands is the prep- 
aration of biologically active organic colloid calcium 
combinations. An explanation of the improvement 
in the condition of animals with parathyroprival 
tetany after blood transfusion plus calcium chloride 
has not yet been found. Banner-Voict (Z). 


Fischer, H.: Clinical and Pathological Observations 
in Thymus Injuries Resulting from Induration 
of the Anterior Mediastinal Space (Klinische 
und pathologisch-anatomische Beobachtungen bei 
Thymusschaedigungen infolge Verschwielung des 
— Mittelfellraums). Arch. f. klin. Chir., 1928, 
cl, 656. 


The author reports in detail the cases of three pa- 
tients eighteen years of age who showed complete 
absence of secondary sexual characteristics and 
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psychically the behavior of a child. The prominent 
feature of the syndrome was the presence of cir- 
culatory disturbances in the absence of a congenital 
valve lesion. In every case the circulatory disturb- 
ance was due to interference with cardiac activity re- 
sulting from induration and contraction of the peri- 
cardium. The circulatory insufficiency was not 
equally pronounced in every case as it varied ac- 
cording to the shrinkage of the pericardium. 

As the pericardially produced circulatory dis- 
turbance could not have been responsible for the 
developmental disturbances and did not suggest a 
disturbance of the thyroid or pituitary gland, the 
cause of the endocrine disturbance was sought in the 
thymus. 

During extirpation of the pericardium, which was 
undertaken in all of the three cases, there was found, 
in addition to the most marked indurative peri- 
cardial synechia, a large cicatricial tumor in the 
anterior mediastinal space with complete disappear- 
ance of the anatomical outlines of the individual 
structures. In the operatively removed indurated 
masses thymus tissue was not macroscopically 
demonstrable in the region of the thymus; only mi- 
croscopically could inclusions be recognized in the 
cicatricial masses. This finding led to the conclusion 
that the developmental and sexual immaturity were 
due to premature involution of the thymus resulting 
from the chronic inflammatory process in the an- 
terior mediastinal space. RAESCHKE (Z). 
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